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1) 
2) 


CALL  TO  ORDER 


PROPOSED  ACTION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  MAY  23.  2013. 

*  Minutes  of  the  meeting  ofiVlay  23,  2013 


3) 


4) 
5) 


FOR  DISCUSSION: 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


GENERAL  PUBLIC  COMMENT** 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 


6)         FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


7)  FOR  ACTION: 

8)  FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 

9)  FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


FINANCE  AND  PLANNING  COMMITTEE 

•  June  2013  Contracts  Report 

•  July  2013  Contracts  Report 

CONSENT  CALENDAR*** 

DPH  BUDGET  UPDATE 

(Jen  Louie,  Budget  Director) 


07-12-13P02:33  RCVD 
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HEALTH  CARE  SERVICES  MASTER  PLAN  UPDATE 

(Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  Policy  and 
Planning) 


10) 


OTHER  BUSINESS**** 


FOR  DISCUSSION  AND: 
POSSIBLE  ACTION: 


JOINT  CONFERENCE  COMMITTEE  REPORTS 


FOR  DISCUSSION  AND 


COMMITTEE  AGENDA  SETTING 


POSSIBLE  ACTION: 
11)        CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

SETTLEMENT:  COREA  v.  CCSF 
SETTLEMENT:  SHOENMAN  v.  CCSF 
SFGH  CREDENTIALS  REPORT 

D)  Reconvene  In  Open  Session 


12)  ADJOURNMENT 

*       Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #311,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  pacl<et,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

**      At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are  within 
the  subject  matter  jurisdiction  of  the  Commission  that  are  not  on  this  meeting  agenda.  With  respect  to  agenda 
items,  your  opportunity  to  address  the  Commission  will  be  afforded  when  the  item  is  reached  in  the  meeting.  Each 
member  of  the  public  may  address  the  Commission  for  up  to  three  minutes.  The  Brown  Act  forbids  a  commission 
from  taking  action  or  discussing  any  item  not  appearing  on  the  posted  agenda,  including  those  items  raised  at 
public  comment. 

***  All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health  Commission 
and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion  of  these  items 
unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will  be  removed  from  the 
Consent  Calendar  and  considered  as  a  separate  item. 

****  Opportunity  where  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion,  providing  that 
any  action  is  delayed  until  proper  notice  can  be  granted. 

Accessible  Meeting  Policy 

Meetings  are  held  in  the  Auditorium,  Room  #300,  at  101  Grove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
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There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
Individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  Frank  Darby  by  mail  to  Sunshine  Ordinance  Task  Force, 
1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax  at  (415) 
554-7854  or  by  email  at  sotf(5)sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  Mr.  Darby  or  by  printing  Chapter  67  of 
the  San  Francisco  Administrative  Code  on  the  Internet,  at  http://www.sfgov.org/sunshine.htm. 
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1) 

Present: 


CALL  TO  ORDER 


It 


Commissioner  Sonia  E.  Melara,  MSW,  President 
Commissioner  Edward  A.  Chow  M.D. 
Commissioner  Cecilia  Chung 
CommissionerJudith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  Belle  Taylor-McGhee 


The  meeting  was  called  to  order  at  4:04pm. 
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Commissioner  Melara  asked  everyone  in  attendance  to  observe  a  moment  of  silence  in  honor  of  all  those 
impacted  by  the  crash  of  Asiana  Airline  flight  214,  especially  the  people  who  lost  their  lives,  and  their  families. 
She  also  thanked  DPH  and  other  City  staff  and  volunteers  who  provided  vital  support  to  those  injured,  and 
their  families  during  the  tragedy. 


2)  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  MAY  23.  2013. 

Action  Taken:    The  minutes  of  the  May  23,  2013  Health  Commission  meeting  were  unanimously 
approved. 

3)  Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

DPH  Responds  to  SFO  Airliner  Crash 

The  airline  crash  at  SFO  on  July  6  tested  the  Department's  readiness  for  responding  to  a  mass  casualty  incident 
in  ways  that  we  have  been  preparing  for  and  hoped  would  never  happen.  Nevertheless,  I  want  to  report  to 
the  Commissioners  how  very  proud  I  was  of  the  response  throughout  the  Department.  Volunteer  staff  from  a 
range  of  essential  programs,  many  without  being  requested,  reported  for  duty.  All  of  the  DPH  staff  who 
responded  knew  their  roles  as  first  responders  and  disaster  workers.  On  the  day  of  the  crash  I  coordinated  the 
communication  throughout  DPH  and  Mayor's  Office  as  well  as  activating  the  Mental  Health  response  and 
subsequently  staffed  the  Mayor's  visit  to  SFGH  and  accompanied  staff  on  rounds.  Here  are  some  highlights  to 
give  you  an  idea  of  the  scope  of  our  response. 


•  Drs.  Tomas  Aragon  and  Naveena  Bobba  reported  to  the  Emergency  Operations  Center  on  Turk  St.  and 
represented  DPH,  helping  to  provide  support  for  the  citywide  response. 

•  SFGH  was  put  on  mass  casualty  alert  and  set  up  a  command  center  under  the  direction  of  Lann  Wilder. 
A  special  thanks  to  Sue  Currin,  Sue  Carlisle,  MD;  Roland  Pickens,  Terry  Dentoni,  Rachael  Kagan,  Sharon 
Thyne,  MD;  Ebi  Fiebig,MD;  Mark  Wilson, MD;  Elena  Fuentes-Afflick,  MD;  John  Brown,  MD;  Andre 
Campbell,  MD;  Claude  Hemphill,  MD;  Alan  Gelb,  MD;  Jeffrey  Schmidt,  Goeff  Manley,  MD;  Melissa  Pitts, 
David  Staconis  and  Todd  Mayes,  MD  for  their  performance  and  leadership. 

•  Laguna  Honda  Hospital  fast  tracked  admittance  and  transfer  for  a  number  of  patients  from  SFGH, 
freeing  up  bed  space  for  newly  injured  victims.  All  of  the  patients  had  already  been  scheduled  to  move 
to  LHH  as  part  of  their  care  plans. 

•  The  Medical  Respite  and  Sobering  Center  was  asked,  also  on  very  short  notice,  to  accommodate  the 
patients  on  the  SFGH  respite  wait  list. 

•  Jo  Robinson  and  Edwin  Batongbacal  led  our  community  response  at  the  airport  and  coordinated  with 
San  Mateo  County.  They  continue  to  follow  up  and  provide  for  ongoing  mental  health  needs. 

•  CBHS  opened  up  a  3-1-1  line  for  communitywide  mental  health  counseling.  We  sent  out  a  press 
release  on  Sunday  morning,  announcing  the  availability. 

•  Rachael  Kagan  held  hourly  press  briefings  well  into  the  evening  and  continues  to  update  the  media 
daily  and  as-needed. 

I  am  deeply  grateful  to  all  of  the  volunteers  and  staff  throughout  DPH  who  helped  us  respond  to  this  tragic 
event. 

On  Friday,  July  12*^  another  young  patient  who  had  been  in  critical  condition  at  SFGH  died  of  her  injuries  from 
the  crash,  bringing  the  total  loss  of  life  to  three.  All  of  them  were  minors. 

Several  days  after  the  crash,  as  we  took  account  of  the  victims,  SFGH  had  treated  67  patients— 36  adults  and 
31  children-from  the  crash  scene,  the  largest  number  of  any  hospital  involved  in  the  incident.  We  have  been 
able  to  discharge  58  patients  and  those  who  remain  are  suffering  from  a  variety  of  conditions  expected  from 
such  an  accident:  spinal  cord  injury,  traumatic  brain  injury,  abdominal  injuries,  internal  bleeding,  road  rash 
and  fractures. 

I  am  certain  the  Commissioner  join  me  in  thanking  the  hundreds  of  DPH  staff  who  responded  to  this  incident 
and  whose  work  saved, the  lives  of  hundreds  of  victims. 

State  Surveyors  Arrive  at  Laguna  Honda  Hospital 

California  Department  of  Public  Health  (CDPH)  surveyors  arrived  on  Monday,  July  8*'^  at  Laguna  Honda  to 
conduct  the  acute  hospital  licensing  survey.  On  Tuesday,  several  more  CDPH  surveyors  arrived  to  conduct  the 
skilled  nursing  licensing  and  certification  survey.  Approximately  16  CDPH  surveyors  are  at  Laguna  Honda  for 
the  next  two  weeks.  Acute  survey  has  a  tentative  exit  date  of  Friday,  July  12'*^  and  the  skilled  nursing  survey 
has  a  tentative  exit  date  of  Friday,  July  19*^ .  The  hospital  also  expects  fire  life  safety  survey  within  the  next 
few  weeks.  I  will  update  the  Commissioners  after  the  exit  interviews  have  been  completed. 

Commissioner  Chung  Elected  to  President  of  the  United  States  People  Living  with  HIV  Caucus 

Congratulations  to  Commissioner  Cecilia  Chung  who  has  been  elected  to  serve  as  president  of  the  United 
States  People  Living  with  HIV  (PLHIV)  Caucus,  a  group  of  organizations,  networks,  client  groups,  and  individuals 
with  HIV  advocating  for  HIV-positive  people  in  the  U.S.  Commissioner  Chung  was  elected  by  the  new  15- 
member  steering  committee  and  is  the  first  individual  to  hold  the  post.  The  Caucus  also  launched  a  new 
website,  www.hivcaucus.org. 

Under  Commissioner  Chung's  leadership,  the  Caucus  plans  to  continue  providing  leadership  and  consultation 
on  the  implementation  of  the  NHAS  and  the  Affordable  Care  Act,  helping  to  design  effective  and  accountable 
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community  planning  and  decision-making  processes  that  are  inclusive  of  the  diversity  of  people  living  with  HIV 
and  centered  on  our  needs  and  experiences,  and  working  to  ensure  that  policies  are  based  in  evidence  and 
science,  rather  than  fear  and  bias. 

CMS  Director  Visits  SFGH 

SFGH  administration  and  staff  had  the  rare  opportunity  in  late  May  to  talk  directly  with  the  national  head  of 
the  Medicare  program  on  a  recent  swing  through  California.  Jonathan  Blum,  Director  of  the  Center  for 
Medicare  at  the  federal  Centers  for  Medicare  and  Medicaid  Services  (CMS),  visited  SFGH  on  May  29  for  a  tour 
and  roundtable  discussion.  He  was  accompanied  by  regional  CMS  representatives  David  Sayen,  Administrator, 
and  Betsy  Thompson,  MD,  Chief  Medical  Officer.  They  wanted  to  get  a  personal  look  at  patient  care  and 
delivery  system  reform.  They  visited  the  Emergency  Department,  the  IM  General  Medicine  Clinic  and  5C  Acute 
Care  for  Elders  (ACE)  unit,  the  first  in  California. 

Youth  Tobacco  Sales  Rates  in  San  Francisco  Decrease 

The  Tobacco  Free  Project  and  San  Francisco  Police  Department  coordinate  youth  sting  operations  with  15-  and 
16-year-old  volunteers  to  assess  the  rate  of  illegal  sales  at  454  local  tobacco  retail  stores.  The  61  stores  that 
sold  to  a  child  were  issued  a  citation,  but  later  additionally  had  their  privilege  to  sell  tobacco  products 
suspended,  generally  for  25-30  days.  The  effort  to  keep  youth  from  accessing  a  lifetime  of  addiction,  and 
monitoring  those  retailers  who  bend  the  100+  year  old  California  law  that  prohibits  tobacco  sales  to  those 
under  age  18  is  a  partnership  of  Environmental  Health,  Community  Health  Promotion  Branch  (Tobacco  Free 
Project),  Health  Officer  Tomas  Aragon,  MD,  the  City  Attorney's  Office,  and  the  San  Francisco  Police 
Department.  Local  community  partners  Vietnamese  Youth  Development  Center  and  Youth  Leadership 
Institute  also  collaborate  In  educating  retailers,  collecting  data  about  the  local  retail  environment  and  ensuring 
that  youth  voice  Is  heard  in  this  matter. 

Hepatitis  A  Outbreak  Linked  to  Frozen  Berries 

Acting  in  accord  with  the  U.S.  Centers  for  Disease  Control  and  Prevention  (CDC)'s  investigation  into  an 
outbreak  of  Hepatitis  A  in  people  who  consumed  Townsend  Farms  Organic  Anti-oxidant  Blend  frozen  berry  mix 
sold  at  Costco  stores  throughout  the  US  and  locally  in  the  San  Francisco  and  the  Bay  Area.,  Tomas  Aragon,  MD, 
Health  Officer,  issued  a  health  advisory  to  the  local  medical  community,  advising  clinicians  to  be  on  the  alert 
for  patients  presenting  with  symptoms  of  the  disease.  Subsequent  to  the  CDC's  investigation,  on  June  3'^''  we 
also  issued  a  press  release  and  posted  relevant  links  and  advice  on  our  website  to  ensure  that  the  information 
was  as  widely  distributed  as  possible.  We  also  provided  the  3-1-1  Customer  Service  supervisors  with 
information  to  disseminate  to  any  member  of  the  public  who  called  with  questions  about  where  to  go  for  the 
latest  updates  and  recommendations  regarding  Hepatitis  A  vaccine. 

Department  Issues  Advisory  on  Middle  East  Respiratory  Syndrome  Coronavirus  (MERS-CoV) 

While  the  Hepatitis  A  outbreak  was  unfolding.  Communicable  Disease  Control  &  Prevention  also  issued  a 
Health  Advisory  on  June  5**^  to  help  increase  preparedness  of  San  Francisco  clinicians,  health  facilities,  and 
laboratories  for  the  possibility  that  persons  with  suspected  Middle  East  Respiratory  Syndrome  Coronavirus 
(MERS-CoV)  could  present  for  care  in  San  Francisco.  Because  the  Health  Advisory  Is  targeted  to  the  medical 
community,  the  content  Included  criteria  for  evaluation,  specimen  submission,  and  Infection  control  measures 
currently  recommended  by  CDC,  as  well  as  a  call  to  report  all  suspected  cases  immediately  to  SFDPH. 
We  will,  of  course,  keep  the  Health  Commission  apprised  of  the  evolution  and  emergence  of  this  new 
infectious  disease.  . 

Primary  Care  Quality  Improvement  Committee 

The  Primary  Care  Quality  Improvement  Committee  (PCQI)  held  their  second  annual  retreat  on  May  17'^ 
focusing  on  the  Patient  Centered  Medical  Home  (PCMH)  and  the  use  of  innovation  concepts  to  support  quality 
care  in  the  safety  net.  The  PCQI  committee,  by  membership  vote,  also  awarded  the  Ql  team  at  Castro  Mission 
Health  Center  the  2013  Quality  Award,  for  their  ability  to  accelerate  improvement,  innovate,  and  lead  with 
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courage.  We  thank  Castro  Mission  Health  Center  for  their  commitment  to  protecting  and  promoting  the  health 

of  all  San  Franciscans. 

SF  Safe  Routes  to  School  Awarded  $1.6  Million  Grant 

The  SF  County  Transportation  Authority  has  awarded  $1.6  million  grant  to  the  SF  Safe  Routes  to  School  (SRTS) 
Program  on  July  25*.  DPH  is  the  lead  agency  for  this  program.  This  grant  will  allow  the  SRTS  program  to 
operate  from  September  1,  2014  to  August  2017.  We  will  also  be  expanding  to  35  elementary  schools,  3 
middle  schools  and  2  high  schools.  The  majority  of  the  grant  will  be  focused  on  reaching  out  to  parents  and 
caregivers  at  participating  schools  to  be  SRTS  champions  and  promote  walking  and  biking  at  their  school  sites. 
We  will  also  help  organize  walking  school  buses  and  bike  trains,  conduct  assemblies  and  bike  rodeos  at 
participating  schools,  host  Walk  and  Roll  to  School  Day  and  spring  celebrations,  and  create  toolkits  informing 
parents  and  caregivers  of  all  of  the  different  transportation  choices  available  at  the  school. 

Substance  Use  Research  Unit  Awarded  NIH  Grant 

The  Substance  Use  Research  Unit  has  been  awarded  an  exploratory  grant  (R21)  from  the  National  Institute  on 
Drug  Abuse  (NIH)  to  support  and  evaluate  the  prescription  of  naloxone  from  DPH  primary  care  clinics.  The  two- 
year  project  will  involve  implementing  naloxone  prescribing  for  patients  on  chronic  opioid  therapy  in  six  DPH 
clinics,  evaluating  uptake  and  prescriber,  pharmacist,  and  patient  satisfaction,  and  generating  a  model  for 
future  effectiveness  evaluations.  Congratulations  to  Phillip  Coffin,  MD,  principal  investigator,  and  his  staff  for 
acquiring  this  grant. 

World  Refugee  Awareness  Month 

Community  Health  Promotion  &  Prevention's  Newcomers  Health  Program  and  partners  celebrated  Refugee 
Awareness  Month  in  June  as  an  opportunity  to  recognize  the  many  contributions  refugees  have  made  to  the 
City,  and  the  challenges  they  have  overcome.  On  June  21^*  Newcomers  Health  Program  observed  World 
Refugee  Day  along  with  community  partner  Arriba  Juntos  and  many  others  with  an  afternoon  of  food, 
presentations,  booths,  traditional  clothing,  music,  and  a  talent  show.  For  many  immigrant  resources  in  San 
Francisco  go  to  www.sf-cairs.org. 

Dinex  System  Debuts  at  LHH 

On  Tuesday,  June  ll'^  Laguna  Honda  Nutrition  Services  Dept.  inaugurated  Dinex,  a  new  meal  service  system 
featuring  dishware  designed  to  keep  food  fresher  by  maintaining  it  at  its  best  temperature.  Dinex  addresses 
three  important  factors  for  food  service:  dining  aesthetics,  environmental  sustainability  and  food 
temperature.  A  meal  with  a  beautiful  presentation  that  is  culturally  familiar  can  make  a  big  difference  to  the 
well-being  of  patients,  especially  given  the  diversity  of  the  residents  at  Laguna  Honda.  For  those  whose  focus 
is  on  environmental  issues,  the  dishware  is  reusable,  thereby  eliminating  thousands  of  disposable  inserts  that 
hold  food  in  the  cavities  of  the  current  trays.  And  finally,  the  china  plates  for  serving  main  courses  come  with 
steel  cores  that  can  be  heated  or  not,  depending  on  the  temperature  each  entree  needs  to  be  served.  A  color 
coded  system  will  help  members  of  the  nutrition  services  team  to  differentiate  those  on  special  diets.  The  new 
system  is  being  rolled  out  at  three  of  the  hospital's  13  units.  Other  units  will  be  added  to  the  system  after  the 
initial  pilot  program. 

First  Scholarship  Grads  Complete  CMS  Studies 

Several  years  ago,  the  California  Institute  of  Integral  Studies  (CMS)  set  up  the  Barbara  A.  Garcia  Scholarship 
fund  designed  specifically  for  employees  from  the  Department  of  Public  Health  to  assist  them  in  completing 
their  bachelor's  degrees.  Other  city  employees  may  receive  a  scholarship  named  in  honor  of  former  Mayor 
George  R.  Moscone.  Since  the  inception  of  the  scholarship  programs,  six  city  employees  have  been  awarded 
funds.  I  am  very  happy  to  report  that  Louise  Prochilo  completed  her  BA  in  August  2012,  Luis  Aroche,  Robert 
(Dean)  Goodwin  and  Geoffrey  Nagaye  will  finish  their  studies  in  August  2013,  and  Matt  Flores  will  complete 
his  BA  in  December  2013. 
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LHH  Nurses  Complete  Fellowships 

Congratulations  to  the  five  members  of  the  Laguna  Honda  nursing  staff  who  completed  fellowships  in 
evidence-based  practice  in  June.  The  five,  Maria  Antoc,  Grace  Chen,  Zexu  Fang,  Myrene  Fuertes  and  Jacky 
Spencer-Davies  are  wrapping  up  a  six-month  fellowship  at  the  UCSF  School  of  Nursing.  The  aim  of  UCSF 
fellowship  program  is  to  improve  patient  satisfaction  and  the  quality  of  nursing  care  by  encouraging  programs 
to  adopt  identified  practice  improvements.  The  successful  outcome  of  the  fellowship  program  is  reflected  in 
the  implementation  of  nationally  recognized  innovations  in  nursing  care  at  Laguna  Honda.  Each  nurse  in  the 
fellowship  program  worked  with  an  in-house  coach  to  help  manage  and  monitor  the  progress  of  their  projects, 
which  followed  the  Plan-Do-Study-Act  (PDSA)  model. 

WIC  Nutrition  Clinic  Update 

With  a  recently  opened  WIC  nutrition  clinic  directly  serving  families  with  infants  and  children  at  30  Van  Ness 
Avenue,  baby  changing  tables  have  been  installed  in  both  the  men's  and  women's  rest-rooms  on  the  second 
floor.  Steps  away,  the  MCAH  Lactation  Room  provides  accommodations  and  comfort  for  breast-feeding 
mothers  working  in  the  Civic  Center  area.  The  Maternal,  Child  &  Adolescent  Health  section  is  developing 
place-based  health  initiatives  -  in  workplaces,  neighborhoods,  homes,  public  housing,  child  care  centers, 
parks,  health  clinics,  and  other  spaces  -  to  promote  the  health  of  families  during  the  most  critical  times  of  the 
life  course. 

Good  News  for  Children's  Health 

Out  of  1200  counties  in  the  U.S.  that  were  compared,  San  Francisco  ranked  #2  on  children's  health.  While  lots 
of  work  remains  to  improve  the  health  of  all  San  Franciscans,  it's  great  to  have  positive  news  too.  To  read 
more  about  the  study  and  how  San  Francisco  ranks,  go  to 

http://www.californiahealthline.org/articles/2013/6/ll/calif-counties-hospitals-amonR-best-in-us-for-kids- 
health-reports-say.aspx. 
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COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 

June  2013 

Governing  Body  Report  -  Credentialing  Summary 
(5/16/13  BUSINESS-MEC) 


6/2013 

07/2012  to  06/2013 

New  Appointments 

8 

167 

Reinstatements 

1 

2 

Reappointments 

44 

528 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

Resigned/Retired: 

9 

177 

Disciplinary  Actions 

0 

0 

Administrative  Suspension 

0 

1 

Restriction/Limitation-Privileges 

0 

1 

Deceased 

Changes  in  Privileges 

Voluntary  Relinquishments 

8 

149 

Additions 

7 

148 

Proctorship  Completed 

23 

268 

Current  Statistics  -  as  of  5/6/13 

Active  Staff 

520 

Courtesy  Staff 

504 

Affiliated  Professionals  (non-physicians) 

245 

TOTAL  MEMBERS 

1,249 

Applications  in  Process 

105 

Applications  Withdrawn  Month  of  June  2013 

1 

SFGH  Reappointments  in  Process  7/2013  to  9/2013 

179 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


June  2013 

Health  Commission  -  Director  of  Health  Report 

(5/13/2013  Medical  Exec  Committee) 


(FY  2012-2013) 

6/2013 

Year-to-Date 

New  Appointments 

1 

6 

Reinstatements 

0 

0 

Reappointments 

2 

41 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

Resigned/Retired: 

1 

12 

Disciplinary  Actions 

0 

0 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

1 

15 

Proctorship  Extension 

0 

1 

Current  Statistics  -  as  of  6/1/2013 

Active  Medical  Staff 

35 

As-Needed  Medical  Staff 

12 

External  Consultant  Medical  Staff 

47 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

100 

Applications  in  Process  5 
Applications  Withdrawn  Month  of  June  2013  0 
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COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 

July  2013 

Governing  Body  Report  -  Credentialing  Summary 
(6/20/13  BUSINESS-MEC) 


7/2013 

07/2013  to  06/2014 

New  Appointments 

Reinstatements 

7 

7 

Reappointments 

Delinquencies: 
Reappointment  Denials: 

51 

51 

Resigned/Retired: 
Disciplinary  Actions 
Administrative  Suspension 

11 

11 

Restriction/Limitation-Privileges 

Deceased 

Changes  in  Privileges 

Voluntary  Relinquishments 
Additions 

Proctorship  Completed 

16 
16 
20 

16 
16 
20 

Current  Statistics  -  as  of  6/3/13 

Active  Staff 

518 

Courtesy  Staff 

497 

Affiliated  Professionals  (non-physicians) 

247 

TOTAL  MEMBERS 

1,262 

Applications  in  Process 

114 

Applications  Withdrawn  Month  of  July  2013 

1 

SFGH  Reappointments  in  Process  8/2013  to  10/2013 

178 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


JULY  2013 

Health  Commission  -  Director  of  Health  Report 

(July  11,  2013  Medical  Exec  Committee) 


(FY  2013-2014) 

July 

Year-to-Date 

New  Appointments 

3 

3 

Reinstatements 

0 

0 

Reappointments 

7 

7 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

L^lbCipillldry  MCllUlIb 

0 

0 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

1 

1 

Proctorship  Extension 

0 

0 

Current  Statistics  -  as  of  7/1/2013 

Active  Medical  Staff 

35 

As-Needed  Medical  Staff 

14 

External  Consultant  Medical  Staff 

45 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

100 

Applications  in  Process  4 
Applications  Withdrawn  Month  of  July  2013  0 


Director  Garcia  stated  that  several  DPH  staff  who  led  efforts  to  assist  the  crash  victims  will  update  the 
Commissioners  on  the  history  and  status  of  the  DPH  response  to  the  incident. 
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Dr.  John  Brown,  Medical  Director  of  Emergency  Medical  Services,  thanked  everyone,  including  the  flight  crew 
and  passengers,  who  provided  assistance  in  the  aftermath  of  the  crash.  He  stated  that  there  was  no 
advanced  warning  from  the  flight  crew  so  the  airport  tower  notified  Emergency  Medical  Services  (EMS).  The 
first  ambulance  to  arrive  was  already  at  the  airport  for  a  non-related  incident  and  quickly  responded  to  the 
emergency.  Within  a  short  time,  other  ambulances  arrived  to  triage  and  transport  people  to  hospitals.  Many 
people  were  taken  to  San  Francisco  General  Hospital  (SFGH).  He  congratulated  the  EMS  staff  who  did  an 
effective  job  of  triaging  patients. 

Dr.  Tomas  Aragon,  Health  Officer  and  Director  of  the  Population  Health  Division,  stated  that  upon  hearing 
about  the  incident  from  Dr.  Brown,  he  went  to  the  emergency  operations  medical  health  operation  area 
coordination  center  (MOAC).  The  role  of  MOAC  is  to  assess  the  medical  needs  during  an  emergency.  The 
following  are  some  of  the  tasks  of  the  MOAC: 

1.  Assess  immediate  medical  needs. 

2.  Coordinate  disaster  medical  resources. 

3.  Coordinate  medical  evaluation. 

4.  Coordinate  medical  providers. 

5.  Coordinate  mental  health  services. 

6.  Coordinate  medical  and  public  health  information  for  the  public. 

Dr.  Naveena  Bobba,  Director  of  DPH  Public  Preparedness  and  Response,  stated  she  called  local  hospital 
executive  directors  and  found  that  all  hospitals  had  emptied  their  emergency  rooms  in  preparation  of 
receiving  many  patients  from  the  accident.  She  noted  that  Director  Garcia  made  sure  that  mental  health 
and  translation  services  were  available.  A  lesson  learned  was  that  unifying  patients  with  families  is  a  complex 
process. 

Sue  Currin,  SFGH  CEO,  stated  that  she  is  proud  of  all  staff  who  helped  with  the  response.  SFGH  assisted  60 
patients.  There  are  still  six  patients  at  SFGH.  DPH  coordinated  transition  of  patients  from  SFGH  to  LHH  and 
medical  respite  to  make  room  for  the  crash  patients.  Many  of  the  children  who  were  less  critical  were 
treated  at  the  SFGH  pediatric  unit. 

Dr.  Sue  Carlisle,  UCSF  Associate  Dean,  stated  that  she  is  very  proud  of  the  SFGH  response.  She  also  stated 
that  there  were  patients  who  had  not  cleared  customs  or  security  so  SFGH  help  set  up  Homeland  Security 
and  US  Customs  desks.  She  stated  that  SFGH  social  workers  did  a  wonderful  job  of  coordinating  plans  to  help 
patients  make  arrangements  to  go  back  home. 

Jo  Robinson,  Director  of  Community  Behavioral  Health  Services  (CBHS),  stated  that  she  is  very  proud  of  the 
response  from  all  DPH  workers  and  providers  from  other  counties.  Within  an  hour  of  the  accident,  there 
were  many  DPH  workers  there  to  help.  Many  stayed  throughout  the  night  to  provide  care  and  support  to  the 
patients,  many  of  whom  were  children  and  adolescents.  She  stated  that  DPH  staff  continue  to  provide 
support  to  the  patients  who  remain  in  San  Francisco.  DPH  staff  who  participated  in  the  response  are 
receiving  support  through  a  stress-debriefing. 

Director  Garcia  recognized  the  effective  work  of  Rachael  Kagan,  SFGH  Public  Information  Officer,  and  Eileen 
Shields,  DPH  Public  Information  Officer. 

Commissioner  Coments/Follow-Up: 

Commissioner  Taylor-McGhee  thanked  the  DPH  staff  for  their  courage  and  leadership.  She  asked  if  there 
were  any  issues  with  availability  of  blood  or  medications  during  the  incident.  Ms.  Currin  stated  that  the  blood 
bank  had  enough  blood  and  that  the  SFGH  pharmacy  and  Walgreens  were  able  to  provide  medications. 


Health  Commission  Minutes 
July  16,  2013 
Page  10 


Commissioner  Chow  stated  that  he  sent  an  email  thanking  the  DPH  responders  on  behalf  of  the  Health 
Commission,  because  Commission  President  Melara  was  out  of  town.  He  stated  that  he  is  very  proud  of  the 
DPH  and  City  response.  The  best  that  could  be  done  was  being  done;  the  City  maintained  control  throughout 
the  crisis. 

Commissioner  Melara  acknowledged  the  effective  collaboration  between  all  City  services  to  meet  the  needs 
of  the  victims. 

Commissioner  Sanchez  thanked  all  the  DPH  and  City  staff  who  were  part  of  the  response.  He  stated  that  he  is 
very  proud  of  the  DPH  because  of  their  dedication  and  expertise.  He  added  that  he  is  happy  that  the  new 
SFGH  will  have  additional  capacity  to  respond  to  needs  of  the  community. 

4)  GENERAL  PUBLIC  COMMENT 

Ho  Luong  Chang,  MD,  CEO  of  the  National  Council  of  Asian  Pacific  Islander  Physicians,  thanked  the  Health 
Commission  and  DPH  for  the  work  done  on  the  draft  Health  Care  Services  Master  Plan.  She  stated  that  she  is 
concerned  that  the  Plan  fails  to  take  into  consideration  private  physicians'  role  in  the  safety  net  population 
especially  patients  living  in  Chinatown.  She  urged  the  Health  Commission  to  consider  all  parts  of  the  health 
care  safety  net  and  to  be  mindful  to  insure  provision  of  cultural  and  linguistically  appropriate  services.  She 
stated  that  she  is  drafting  a  letter  with  more  thorough  comments. 

5)  COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 

Commission  Taylor-McGhee,  Committee  Chair,  stated  that  Committee  heard  a  presentation  on  the  DPH  public 
health  messages  distributed  at  summer  street  fairs.  The  messages  are  primarily  about  healthy  sex  practices. 
The  Committee  also  heard  a  presentation  on  the  draft  DPH  Gender  and  Sex  Guidelines,  which  will  be  brought 
before  the  full  Health  Commission  for  review. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  asked  if  the  public  health  messages  for  summer  fairs  include  encouragement  for  healthy 
food  choices.  Dr.  Aragon  stated  that  the  DPH  does  not  currently  have  a  campaign  for  healthy  eating,  but 
mentioned  that  "Shape-Up  San  Francisco"  and  "Soda  Free  Summer,"  campaigns  relate  to  the  topic. 

6)  FINANCE  AND  PLANNING  COMMITTEE 

Jacquie  Hale,  Director  of  Contracts  and  Compliance,  reviewed  the  July  2013  Contracts  Report,  giving 
information  regarding  the  Public  Health  Foundation  Enterprises  contract  for  Hepatitis  B  services.  She  noted 
that  the  Finance  and  Planning  Committee  had  questions  regarding  this  contract  at  the  July  2,  2013  Committee 
meeting.  She  introduced  Melissa  Sanchez,  who  oversees  the  contract  for  the  DPH.  Ms.  Sanchez  stated  that  the 
contract  has  two  exhibits;  one  of  which  is  funded  by  a  grant  which  is  ending.  This  accounts  for  the  reduction  in 
the  total  contract  amount.  The  DPH  is  applying  for  another  grant  to  replace  the  funding  so  that  the  program 
may  continue. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  stated  that  the  Finance  and  Planning  Committee's  concern  was  that  the  Contract  Report 
indicated  a  reduction  in  the  Hepatitis  B  services  with  no  explanation.  He  added  that  the  explanation  by  Ms. 
Sanchez  makes  it  clear  that  DPH  Hepatitis  B  services  will  not  be  reduced. 

Action  Taken:   The  Health  Commission  unanimously  approved  the  June  2013  and  July  2013  Contract 
Reports. 

7)  CONSENT  CALENDAR 

There  were  no  items  on  the  Consent  Calendar. 
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8)  DPH  BUDGET  UPDATE 

Jen  Louie,  Budget  Director,  gave  the  update. 

Director  Garcia  stated  that  for  many  years  the  Health  Commission  has  been  concerned  about  structural  budget 
issues  which  have  caused  the  DPH  to  carry  a  negative  balance.  This  year  the  Mayor's  Office  has  worked  with 
the  DPH  to  successfully  deal  with  these  issues.  She  added  that  the  Mayor  expects  the  DPH  to  manage  its  labor 
costs  in  future  budgets.  These  issues  will  be  discussed  in  the  JCC  meetings  and  then  at  the  Finance  and 
Planning  Committee  meetings.  She  acknowledged  the  effective  work  of  Greg  Wagner,  DPH  CFO,  and  Jen  Louie. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  thanked  Director  Garcia  for  her  effective  collaboration  with  the  Mayor's  Office  and  Board 
of  Supervisors. 

Commissioner  Taylor-McGhee  asked  for  clarification  on  the  items  that  caused  the  overall  increase  in  this  year's 
budget.  Ms.  Louie  stated  that  salary  and  fringe  benefits  costs  comprise  the  bulk  of  the  increase.  There  is  also  a 
$50M  increase  for  the  SFGH  fixtures,  furniture,  and  equipment. 

9)  HEALTH  CARE  SERVICES  MASTER  PLAN  UPDATE 

Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  Policy  and  Planning,  gave  the  presentation. 

Hillary  Ronen,  Legislative  Aide  to  Supervisor  David  Campos,  thanked  the  Commissioners  and  the  DPH.  She  gave 
a  special  thanks  to  Director  Garcia  and  Ms.  Chawla,  who  embraced  this  legislation  from  its  beginning.  She 
stated  that  with  no  extra  funds,  the  DPH  has  done  an  amazing  job  of  developing  the  draft  Plan.  She  stated  that 
Supervisor  Campos  created  the  Health  Care  Services  Master  Plan  legislation  because  he  felt  that  land  use 
decisions  relate  to  health  system  as  a  whole  and  wanted  to  protect  the  health  needs  of  the  whole  community. 
She  stated  that  Supervisor  Campos  is  surprised  the  draft  Plan  does  not  list  Healthy  San  Francisco  as  a  critical 
need  of  the  City.  Supervisor  Campos  thinks  Healthy  San  Francisco  is  vital  for  people  who  are  not  legal  citizens. 
She  added  that  even  those  without  legal  residency  issues  may  not  be  able  to  afford  the  cost  of  health  care.  She 
also  requested  that  the  consistency  determination  process  be  further  clarified  so  that  outcomes  be  based  on 
the  project  as  a  whole  instead  of  on  specific  components. 

Commissioner  Melara  stated  that  in  addition  the  all  DPH  and  community  members  involved,  Supervisor 
Campos  and  Ms.  Ronen  should  be  congratulated  for  the  creation  of  the  legislation. 

Elizabeth  Watty,  San  Francisco  Planning  Department,  stated  that  it  is  the  intention  of  the  Planning  Department 
to  look  at  a  project  as  a  whole  when  determining  consistency  determination.  Qualitative  assessments  will  be 
made  by  DPH.  The  Planning  Department  will  take  the  DPH  assessment  as  the  final  qualitative  input  on  the 
consistency  determination. 

Ms.  Chawla  stated  that  the  Health  Care  Services  Master  Plan  is  currently  undergoing  environmental  review. 

Roma  Guy  MSW,  Co-Chair  of  the  Health  Care  Services  Master  Plan  Task  Force,  thanked  the  Health  Commission 
for  having  trust  in  the  Taskforce  to  development  the  Plan.  She  encouraged  the  Health  Commission  to  invest 
funds  to  make  the  implementation  of  the  Plan  effective.  She  also  stated  that  evaluation  of  the  Plan  is  vital  for 
it  to  be  effective;  monitoring  and  reporting  will  not  be  sufficient.  She  also  recommended  that  the  Health 
Commission  meetings  be  streamed  line  online. 

Public  Comment 

Emily  Lee,  Chinese  Progressive  Association,  stated  that  she  is  happy  to  see  the  Plan  come  to  fruition.  However, 
she  recommended  a  stronger  consistency  determination  and  also  stated  that  Healthy  San  Francisco  is  vital. 
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Andy  Kuang,  Chinese  progressive  Association,  stated  tliat  more  public  transportation  options  should  be 
considered.  He  stated  that  over  two  thirds  of  residents  use  public  transportation  and  half  of  this  group  reports 
that  it  takes  over  an  hour  to  get  to  a  medical  appointment. 

Judy  Li,  Chinse  Progressive  Association,  recommended  that  the  Plan  support  more  services  in  areas  with  low- 
income.  She  also  suggested  that  the  Plan  be  more  explicit  about  listing  neighborhoods  in  which  services  will  be 
located.  She  noted  that  Chinatown  currently  has  a  lot  of  services  but  that  the  Southeast  area  of  the  City  does 
not. 

Commssioner  Comments/Follow-Up: 

Commissioner  Chow  thanked  Ms.  Chawla  for  her  effective  work  in  coordinating  the  development  of  the  Plan. 
He  stated  that  the  draft  is  very  comprehensive.  He  suggested  further  work  be  done  by  the  DPH  and  the  Health 
Commission  on  the  language  contained  in  the  section  on  the  consistency  determination  process. 

Commissioner  Chung  stated  that  she  feels  privileged  to  be  part  of  the  Task  Force  that  developed  the  Plan.  She 
stated  that  the  issue  of  criteria  to  determine  land  use  is  complex;  as  the  City  continues  to  change,  the  Plan  also 
needs  to  be  revised  so  that  it  appropriately  responds  to  the  many  communities'  needs.  She  also  stated  that 
Health  Care  Reform  will  change  many  issues  addressed  in  the  Plan.  She  thinks  that  the  Plan  should  be 
evaluated  prior  to  the  three-year  deadline  included  in  the  legislation;  she  recommended  that  the  Plan  be 
evaluated  every  two  years  with  necessary  changes  made  to  the  Plan  at  that  time.  She  added  that  the  issue  of 
residents  choosing  to  go  to  hospitals  based  on  personal  or  cultural  relationships,  rather  than  proximity,  needs 
to  be  considered.  She  also  stated  in  order  to  make  the  Plan  effective,  community  outreach  and  education  is 
necessary. 

Commissioner  Karshmer  stated  that  she  is  impressed  with  the  enormous  effort  put  into  the  development  of 
the  comprehensive  Plan.  She  asked  who  the  target  audience  of  the  Plan  is  and  how  the  implementation  of  the 
Plan  can  be  done  in  a  manner  that  the  many  diverse  communities  in  San  Francisco  can  understand.  She  also 
asked  if  the  Plan  impacts  non-medical  planning  requests.  Ms.  Chawla  stated  that  the  Plan  only  addresses  very 
large  medically-related  projects  and  estimated  that  there  will  likely  only  be  two  or  three  such  projects  a  year. 
Ms.  Chawla  also  stated  that  the  Healthcare  Master  Plan  Taskforce  intended  for  the  Plan  to  be  used  as  a  health 
policy  resource. 

Commissioner  Sanchez  stated  that  with  the  budget  in  good  order,  it  is  time  to  plan  how  to  move  forward.  He 
added  that  the  many  years  of  cuts  to  the  DPH  infrastructure  have  impacted  its  administrative  and  evaluative 
capacity.  He  stated  it  is  time  to  begin  to  build  the  DPH  infrastructure. 

Commissioner  Melara  stated  that  the  Health  Commission  will  work  with  the  DPH  to  further  study  and  develop 
the  Plan. 

10)       OTHER  BUSINESS 

JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Chow,  SFGH  JCC  Chair,  stated  that  the  Committee  met  on  June  17  to  review  quality 
and  administrative  reports  in  addition  to  approving  the  Credentials  Report.  He  thanked 
Commissioner  Melara  for  attending  the  meeting. 

COMMITTEE  AGENDA  SETTING 

Commissioner  Melara  asked  Mr.  Morewitz  to  work  with  the  Commission  on  the  Status  of  Women  to 
coordinate  a  joint  Commission  meeting.  Director  Garcia  stated  that  she  would  work  with  the 
Commission  to  identify  common  issues  to  discuss. 
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Commissioner  Taylor-McGhee  asked  for  clarification  on  the  motivation  for  the  joint  Commission 
meeting  request.  Commissioner  IVlelara  stated  that  the  Commission  on  the  Status  of  Women  has  had 
joint  meetings  with  other  Commissions  on  issues  related  to  women. 

Commissioner  Chow  asked  for  an  update  on  the  July  18,  2013  Planning  Commission  meeting 
regarding  the  draft  Health  Care  Services  Master  Plan. 

11)       CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

SETTLEMENT:  COREA  v.  CCSF 
SETTLEMENT:  SHOENMAN  v.  CCSF 
SFGH  CREDENTIALS  REPORT 

D)  Reconvene  in  Open  Session 

Action  Taken:   The  Health  Commission  voted  not  to  disclose  discussion  of  the  items  in  Closed 
Session. 

12)  ADJOURNMENT 

Commissioner  Chung  asked  that  the  meeting  be  adjourned  in  honor  of  community  activist  Jazzie  Collins, 
who  contributed  greatly  to  the  communities  in  San  Francisco. 

The  meeting  was  adjourned  at  7:16pm. 
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1)         CALL  TO  ORDER 


AGENDA 
HEALTH  COMMISSION  MEETING 
Tuesday,  August  6  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


2) 


PROPOSED  ACTION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  JULY  16.  2013. 

*  Minutes  of  the  meeting  of  July  1 6,  2013 


3) 


FOR  DISCUSSION: 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


4) 
5) 
6) 


GENERAL  PUBLIC  COMMENT** 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 

FOR  ACTION: 


FINANCE  AND  PLANNING  COMMITTEE 


08-02-13P03:07  RCVD 

GOVERNMENT 
DOCUMENTS  DEPT 

AUG  -2  20i3 

SAN  FRANCISCO 
PUBLIC  LIBRARY 


CONSENT  CALENDAR*** 

Request  for  approval  of  a  contract  with  IVIcKesson  Health  Solutions  for  the 

LICENSING  RIGHTS  FOR  THE  McKESSON  CERME  SOFTWARE  AND  INTERQUAL  CRITERIA 

USED  BY  San  Francisco  General  Hospital,  and  Laguna  Honda  Hospital  in  the 
amount  of  $381,870  for  the  period  of  october  1,  2012  through  december 
31,  2017  (63  Months) 

Request  for  approval  of  new  contract  with  the  National  Alliance  on 
Mental  Illness  (NAMI)  San  Francisco  in  the  amount  of  $161,280,  which 
includes  a  12%  contingency,  to  provide  Peer-to-Peer  and  Fam I ly-to- Family 
classes  for  the  period  of  July  1,  2013,  through  December  31,  2014  (1.5 
years). 

Request  for  Approval  of  changes  to  list  of  contracts  designated  as  sole 
source,  professional  services  contracts  for  health  and  behavioral  health 


A 


services  and  support  provided  by  non-profit  contractors,  as  authorized  by 
San  Francisco  Administrative  Code  Section  21.42. 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


SFGH  REBUILD  UPDATE 

(SueCurrin,  SFGH  CEO) 

CPMC  UPDATE 

(Colleen  Chav^/la,  Deputy  Director  of  Health  and  Director  of  Policy  and 
Planning) 


OTHER  BUSINESS**** 


FOR  DISCUSSION  AND: 
POSSIBLE  ACTION: 


JOINT  CONFERENCE  COMMITTEE  REPORTS 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


COMMITTEE  AGENDA  SETTING 


CLOSED  SESSION 


A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 


ADJOURNMENT 

Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #311,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are  within 
the  subject  matter  jurisdiction  of  the  Commission  that  are  not  on  this  meeting  agenda.  With  respect  to  agenda 
items,  your  opportunity  to  address  the  Commission  w/ill  be  afforded  w/hen  the  item  is  reached  in  the  meeting.  Each 
member  of  the  public  may  address  the  Commission  for  up  to  three  minutes.  The  Brown  Act  forbids  a  commission 
from  taking  action  or  discussing  any  item  not  appearing  on  the  posted  agenda,  including  those  items  raised  at 
public  comment. 

All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health  Commission 
and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion  of  these  items 
unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will  be  removed  from  the 
Consent  Calendar  and  considered  as  a  separate  item. 

Opportunity  where  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion,  providing  that 
any  action  is  delayed  until  proper  notice  can  be  granted. 
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Accessible  Meeting  Policy 

Meetings  are  held  In  the  Auditorium,  Room  #300,  at  101  Grove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  Frank  Darby  by  mail  to  Sunshine  Ordinance  Task  Force, 
1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax  at  (415) 
554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  Mr.  Darby  or  by  printing  Chapter  67  of 
the  San  Francisco  Administrative  Code  on  the  Internet,  at  http://www.sfgov.brg/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  August  6  2013, 4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1)         CALL  TO  ORDER 

Present: 


Commissioner  Sonia  E.  Melara,  MSW,  President 
Commissioner  Edward  A.  Chow  M.D. 
Commissioner  Cecilia  Chung 
Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  David  B.  Singer 
Commissioner  Belle  Taylor-McGhee 


GOVERNMENT 
DOCUMENTS  DEPT 

AUG  1  9  2013 

SAN  FRANCISCO 
PUBLiC  LIBRARY 


The  meeting  was  called  to  order  at  4:02pm.  Commissioner  Melara  welcomed  Commissioner  Singer  to  the 
Health  Commission  and  stated  that  she  is  confident  that  he  will  greatly  contribute  to  the  Health  Commission. 

2)  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  AUGUST  6  2013. 

Action  Taken:    The  minutes  of  the  August  6,  2013  Health  Commission  meeting  were  unanimously 
approved 

Commissioner  Melara  stated  that  she  and  Commissioner  Chow  will  be  conducting  an  additional  review  of  the 
Health  Care  Service  Master  Plan,  with  a  focus  on  the  Consistency  Determination  criteria  and  related 
procedures,  and  asked  all  the  Health  Commissioners  to  send  Mr.  Morewitz  any  comments  or  questions  they 
have  by  August  9.  He  will  combine  the  Commissioners'  comments  and  send  them  to  Commissioners  Melara 
and  Chow  who  will  meet  with  Colleen  Chawla,  Deputy  Director  and  Director  of  Policy  and  Planning,  to  discuss 
any  revisions  to  the  draft  Plan. 

3)  Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupR/aboutdph/insideDept/dirRpts/default.asp 

Welcome  Commissioner  David  B.  Singer 

It  is  with  great  pleasure  that  we  welcome  Commissioner  David  B.  Singer  as  the  newest  member  of  the  Health 
Commission,  sworn  in  on  Thursday,  July  18'*^  at  City  Hall.  Commissioner  Singer  brings  a  broad  background  in 
finance,  technology  and  entrepreneurism  to  his  new  position.  He  is  responsible  for  Maverick's  Private 


Investments  globally.  He  joined  Maverick  in  2004  from  Oscient  Pharmaceutical  Corporation,  where  he  was 
Chairman  of  the  Board.  Mr.  Singer  is  a  founder  and  former  CEO  of  three  healthcare  companies:  Affymetrix, 
Inc.;  Corcept  Therapeutics,  Inc.;  and,  Genesoft  Pharmaceuticals,  Oscient's  predecessor.  Mr.  Singer  currently 
serves  on  the  boards  of  several  private  companies  in  the  fields  of  healthcare  information  technology, 
healthcare  delivery,  and  biotechnology.  He  received  a  B.A.  from  Yale  University  and  an  M.B.A.  from  Stanford 
University.  He  was  a  Crown  Fellow  of  the  Aspen  Institute  a  member  of  the  Rand  Corporation's  Health  Advisory 
Board.  He  is  currently  a  Sterling  Fellow  of  Yale  University,  and  a  director  of  College  Track. 

City  Clinic  Participates  in  Research  Trial  for  Gonorrhea  Treatment 

Gonorrhea  is  the  2"^*  most  common  reportable  disease  in  San  Francisco  with  over  2400  cases  in  2012;  it 
increases  the  risk  for  HIV,  and  can  cause  infertility  in  women.  Of  great  concern,  gonorrhea  is  becoming  more 
difficult  to  treat  with  available  antibiotics. 

San  Francisco  City  Clinic,  the  San  Francisco  Department  of  Public  Health's  STD  clinic,  participated  in  a  recent 
National  Institute  of  Health  (NIH)  and  Center  for  Disease  Control  (CDC)  research  trial  using  new  combinations 
of  existing  antibiotics  for  treatment  of  gonorrhea.  The  excellent  news  is  that  both  regimens  were  over  99% 
effective  in  eradicating  infections.  These  results  were  released  at  the  International  STD  Research  Meeting  in 
Vienna,  Austria  in  July  and  will  add  to  our  treatment  options  not  only  in  San  Francisco,  but  worldwide. 

Maher  Ordinance  to  Become  Law 

On  August  15,  2013,  San  Francisco  Health  Code,  Article  22A  (Maher  Ordinance)  with  amendments  will  become 
law.  The  new  Ordinance  gives  the  City  the  authority  over  a  number  of  important  environmental  issues  such  as 
expanding  the  geographic  scope  into  formerly  zoned  industrial  areas  where  hazardous  substances  may  exist; 
testing  of  groundwater  on  building  sites  when  hazardous  substances  are  found;  improving  building  site 
reporting  to  achieve  consistency  and  equity;  and  ensuring  building  code  consistency. 

For  projects  located  within  designated  area  that  would  disturb  50  or  more  cubic  yards  of  soil,  building  permit 
applicants  are  required  to  submit  site  histories  to  DPH.  If  DPH  determines  that  the  site  may  contain  hazardous 
substances  that  pose  risk  to  public  health,  and,  if  a  soil  analysis  indicates  hazardous  substances  present  on  site, 
then  the  applicant  must  prepare  a  site  mitigation  plan  for  soils  handling,  disposal  of  contaminated  soils  and/or 
capping  of  site.  These  actions,  under  supervision  of  DPH,  must  occur  before  DBI  issues  a  permit  to  allow 
building  the  project  to  begin. 

The  amendments  will  help  ensure  that  contaminated  soils  and/or  groundwater  are  managed,  cleaned  up  or 
appropriately  capped;  they  will  provide  a  more  consistent  and  responsible  process;  allow  DPH  the  flexibility  to 
adopt  practical  and  effective  protocols  for  infrastructure  projects;  and,  finally  provide  applicants  with  more 
certainty  and  fewer  surprises.  We  believe  the  new  Ordinance  will  create  better  health  and  business  outcomes 
for  everyone. 

Project  Homeless  Connect  Turns  50— and  You're  Invited! 

For  the  Commissioners  who  are  new  to  Department  as  well  as  those  of  you  who  have  been  with  us  for  a 
number  of  years,  it  is  with  great  pleasure  that  we  will  be  marking  Project  Homeless  Connect  (PHC)  50  on 
August  14*^  at  Bill  Graham  Auditorium.  PHC  began  under  Mayor  Gavin  Newsom  because  so  many  front  line 
staff  who  worked  with  individuals  who  are  homeless  saw  the  need  for  easily  accessible,  vital  services  for  the 
most  vulnerable  San  Franciscans.  As  we  prepare  to  celebrate  our  50th  event  on  August  14th  at  Bill  Graham 
Auditorium,  we  would  like  to  invite  the  Commissioners— and  any  member  of  the  public  or  DPH  staff— to  join 
us  for  whatever  portion  of  the  day  you  can  make  available  and  help  us  celebrate  this  milestone  of  success. 
If  you  are  able  to  support  PHC  50  by  volunteering,  please  contact  Kit  Solowy,  Volunteer  Coordinator,  at  503- 
2124  or  kit.solowv(5)sfdph.org. 

Improving  Patient  Experience 
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The  Los  Angeles  Times  reported  on  DPH's  service  excellence  program  at  San  Francisco  General  Hospital  and 
Trauma  Center  (SFGH).  The  story  featured  the  hospital's  patient  engagement  efforts,  including  a  panel 
discussion  of  patient  advisors  at  a  recent  managers'  meeting.  Check  out  the  great  pictures,  too. 
http://www.latimes.com/news/local/la-me-patient-satisfaction-pictu  res, 0, 3868312.  photogallery. 

The  San  Francisco  Chronicle  wrote  about  our  eReferral  system  that  has  slashed  wait  times  in  half  at  most  SFGH 
specialty  clinics.  The  homegrown  system  started  at  SFGH's  gastroenterology  clinic  in  2005  and  has  spread  to 
more  than  40  specialty  clinics  at  San  Francisco  General  along  with  the  20  other  primary  care  DPH  and 
community  clinics  that  make  up  the  health  care  safety  net  for  the  city.  In  the  story.  Dr.  Molly  Joel  Coye,  chief 
innovation  officer  for  the  UCLA  Health  System,  called  San  Francisco  General's  eReferral  "one  of  the  most 
brilliant  innovations  in  health  care  service  and  information  technology  in  the  last  decade."  The  article  can  be 
found  at 

http://www.sfchronicle.com/health/article/Electronic-referrals-streamline-S-F-General-care- 
4680646.php?t=4b9f950705 

Communicating  with  Staff  as  we  move  Towards  ACA  Implementation 

Finally,  I  wanted  to  share  with  the  Commissioners  the  first  in  a  series  of  feature  articles  that  are  beginning  to 
appear  in  Fast  Facts,  the  employee  e-mail  newsletter  that  is  published  on  the  DPH  intranet  twice  each  month. 
The  focus  is  on  the  Department's  planning,  preparedness  and  reorganization  in  anticipation  of  the  Affordable 
Care  Act.  Here  is  the  first  article. 

IMPORTANT  READING  TO  HELP  YOU  UNDERSTAND 
THE  DPH  BUDGET,  OUR  MOVE  TOWARDS  INTEGRATION  AND 
THE  CHALLENGES  AHEAD 


I  am  pleased  to  announce  that  the  Mayor  signed  the  FY  13-15  budget  into  law  earlier  this  week.  DPH's  portion 
of  the  city  budget  is  approximately  $1.9  billion  -  over  $200  million  larger  than  the  12-13  budget.  It  includes 
significant  investments  for  Healthcare  Reform  as  well  as  the  fiscal  health  of  the  department. 

This  new  budget  also  includes  significant  adjustments  to  the  financial  health  of  the  department.  First  and 
foremost,  the  Mayor's  budget  includes  approximately  $50  million  to  correct  a  historical  structural  shortfall  in 
the  department's  budget.  For  each  of  the  past  several  years,  the  department  has  required  a  mid-year 
supplemental  appropriation  to  realign  its  budget  to  its  actual  costs.  As  the  imbalance  has  grown,  it  has  created 
increasing  financial  uncertainty  for  the  department  and  the  City's  General  Fund.  This  correction  to  this 
imbalance  improves  the  financial  stability  and  transparency  for  the  department's  budget  and  allows  managers 
to  manage  within  their  own  program  budgets.  Second,  the  Board  of  Supervisors  included  $3  million  in  funding 
for  DPH  to  provide  a  1.5%  increase  to  our  nonprofit  partners  to  allow  them  to  keep  pace  with  the  costs  of 
doing  business.  And  finally,  the  Mayor  and  Board  of  Supervisors  worked  together  to  backfill  $7  million  of 
federal  funding  reductions  to  HIV  Health  Services  and  Prevention  programs. 

Over  the  last  few  years,  in  anticipation  of  new  programmatic  responsibilities  expected  under  the  Affordable 
Care  Act  and  uncertainty  regarding  future  funding  for  health  care,  the  department  has  been  examining  its 
service  delivery  system  to  integrate  more  effectively,  promote  efficiency,  minimize  costs  and  prioritize  services 
more  consistently.  As  a  result  of  this  planning,  the  FY  13-15  budget  includes  initiatives  to  strengthen  and 
increase  access  to  primary  care.  It  also  enhances  specialty  care  staffing  to  reduce  wait-times  for  critical 
services.  Also,  in  preparation  for  the  new  San  Francisco  General  Hospital,  scheduled  to  open  late-2015,  the 
budget  includes  $49  M  in  FY  13-14  and  $53  M  in  14-15  of  equipment  purchase  for  this  new  state  of  the  art 
facility. 

With  healthcare  reform,  public  health  care  providers  such  as  DPH  will  increasingly  operate  in  a  managed  care 
environment,  where  it  receives  a  fixed  per-member  per-month  reimbursement  rather  than  fee-for-service 
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reimbursement.  Over  the  next  few  months  we  will  establish  a  new  Office  of  Managed  Care  responsible  for 
contracting  strategy  with  health  plans,  utilization  management,  marketing-branding,  data  reporting,  quality 
improvement,  and  provider  services.  Its  directive  will  be  to  manage  resources  more  effectively  to  maximum 
benefit  of  clients  and  reduce  misuse,  overuse  and  underuse  of  services. 

These  investments  help  position  DPH  to  succeed  in  the  era  of  Healthcare  Reform.  However,  significant 
challenges  for  the  department  still  remain  as  we  move  forward.  Revenue  uncertainty  and  increased 
competition  for  our  patients  require  us  to  realign  and  integrate  our  services  and  to  effectively  manage  our 
resources  more  than  ever  before.  I  look  forward  to  taking  this  challenge  on  with  you  in  the  years  to  come.  - 
Barbara  A.  Garcia,  Director  of  Health 


Commissioner  Comments/Follow-Up: 

Commissioner  Taylor-McGhee  asked  if  the  City  Clinic  Gonorrhea  research  included  African  American  youth 
due  to  the  high  rates  of  STDs  in  this  population.  Dr.  Tomas  Aragon,  DPH  Health  Officer,  stated  that  he  would 
check  on  this  information  and  relay  it  to  the  Health  Commission  through  Mr.  Morewitz. 

4)  GENERAL  PUBLIC  COMMENT 

There  was  no  general  public  comment. 

5)  FINANCE  AND  PLANNING  COMMITTEE 

Commissioner  Chung,  Committee  Chair,  stated  that  the  Committee  reviewed  and  recommended  for  approval  a 
new  contract  with  National  Alliance  on  Mental  Illness  and  the  list  of  DPH  sole  source  contracts.  She  noted  that 
the  DPH  withdrew  the  new  contract  with  McKesson  Health  Solutions  but  will  resubmit  it  next  month  when 
negotiations  have  been  completed  with  the  provider.  Commissioner  Chung  also  stated  that  Committee 
reviewed  the  RFP  report,  DPH  Patient  Rates,  and  discussed  the  results  of  the  Budget  Analyst's  audit  of  the  DPH 
professional  service  contracts. 

6)  CONSENT  CALENDAR 

The  following  items  were  unanimously  approved: 

Request  for  approval  of  new  contract  with  the  National  Alliance  on  Mental  Illness  (NAMI)  San 
Francisco  in  the  amount  of  $161,280,  which  includes  a  12%  contingency,  to  provide  Peer-to-Peer  and 

FAMILY-TO-FAMILY  CLASSES  FOR  the  PERIOD  OF  JULY  1,  2013,  THROUGH  DECEMBER  31,  2014  (1.5  YEARS). 

Request  for  Approval  of  changes  to  list  of  contracts  designated  as  sole  source,  professional  services 
contracts  for  health  and  behavioral  health  services  and  support  provided  by  non-profit  contractors,  as 

AUTHORIZED  BY  SAN  FRANCISCO  ADMINISTRATIVE  CODE  SECTION  21.42. 

7)  SFGH  REBUILD  UPDATE 

The  SFGH  Rebuild  Update  was  presented  by  Terry  Saltz,  SFGH  Rebuild  Project,  Ron  Alameida,  Department  of 
Public  Works,  Mark  Primeau,  DPH  Capital  Projects,  and  Tristan  Cook,  SFGH  Rebuild  Public  Relations  Manager 

Commissioner  Comments/FoHow-Up: 

Commissioner  Karshmer  asked  for  clarity  on  the  difference  between  the  budgeted  and  expended  amounts  in 
regard  to  the  third  bond  sale.  Mr.  Primeau  stated  that  the  budgeted  amount  states  the  amount  of  bonds  for 
sale  and  the  expended  amount  is  the  amount  of  the  prior  bond  sales  funds  that  have  been  spent  on  the  SFGH 
Rebuild  project. 

Commissioner  Chow  asked  whether  the  company  the  DPH  has  chosen  to  assist  in  the  transition  has  experience 
with  similar-sized  hospitals  and  patient  populations.  Mr.  Saltz  stated  that  FDI  Planning  Consultants,  the  vendor 
chosen  to  assist  SFGH  with  its  transition,  was  selected  through  a  public  request-for-proposals  process.  The 
vendor  has  experience  with  similarly-sized  hospital  transitions. 
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Commissioner  Chow  asked  if  the  fire  has  caused  any  delays  in  the  overall  SFGH  Rebuild  timeline.  Mr.  Saltz 
stated  that  the  fire  has  not  impacted  the  overall  project  timeline.  He  added  that  the  liability  insurance 
company  is  paying  for  all  damages. 

Commissioner  Melara  congratulated  the  SFGH  Rebuild  team  and  Sue  Currin,  SFGH  CEO,  on  keeping  the  project 
on  budget  and  within  the  projected  timeline. 

8)         CPMC  UPDATE 

Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  Policy  and  Planning,  gave  the  update. 
Director  Garcia  acknowledged  the  dedication  and  effective  work  of  Ms.  Chawla  and  Greg  Wagner,  DPH  CFO. 
She  also  thanked  the  Health  Commission  for  its  earlier  resolutions  relating  to  CPMC,  which  formed  the  basis  of 
final  agreement. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  asked  if  CPMC  will  continue  to  report  on  the  St.  Luke  campus  separately.  Emily  Webb, 
CPMC  Community  Health  Programs,  stated  that  CPMC  will  eventually  consolidate  the  licenses  of  the  St.  Luke's 
campus  and  other  CPMC  campuses;  when  this  occurs,  CPMC  will  cease  to  report  Charity  Care  data  on  each 
campus.  She  added  that  there  is  no  current  timeline  for  the  license  merger. 

Commissioner  Taylor  McGhee  asked  for  more  information  on  the  Innovation  Fund.  Ms.  Chawla  stated  that 
$2.5M  was  designated  to  fund  clinics  within  the  San  Francisco  Community  Clinic  Consortium  (SFCCC);  the  Fund 
will  fund  for  activities  linked  to  increasing  preparedness  for  implementation  of  the  Affordable  Care  Act  (ACA). 
She  added  that  the  Fund  will  likely  prioritize  activities  that  strengthen  the  clinics'  infrastructure. 

Director  Garcia  stated  that  the  Innovation  Fund  will  also  fund  general  public  health  and  mental  health 
programs  not  associated  with  the  SFCCC  clinics. 

Commissioner  Melara  stated  that  there  is  need  for  additional  skilled  nursing  facilities  (SNF)  in  San  Francisco,  in 
part  due  to  the  closure  of  the  CPMC  SNF  beds.  She  suggested  that  funding  of  new  SNF  beds  be  considered  as  a 
possible  area  of  funding  for  the  Fund.  Director  Garcia  stated  that  the  Fund  has  a  finite  amount  of  money  and 
therefore  is  most  appropriate  for  one-time  and  short-term  activities  such  as  capital  projects  or  infrastructure 
building. 

Commissioner  Sanchez  congratulated  Director  Garcia,  Ms.  Chawla,  Mr.  Wagner  and  all  the  partners  that  were 
involved  in  effectively  negotiating  the  agreement.  He  stated  that  CPMC  has  been  spending  a  great  amount  of 
Charity  Care  dollars  in  addition  to  funding  community  programs  like  St.  Anthony's  clinic  throughout  the 
negotiation  process. 

Commissioner  Singer  asked  if  detailed  Charity  Care  data  will  still  be  available  to  the  DPH  and  Health 
Commission  when  CPMC  moves  to  counting  Charity  Care  by  patient  instead  of  by  the  amount  of  money  spent. 
Ms.  Chawla  stated  that  CPMC  Charity  Care  data  will  be  reported  through  compliance  mechanisms  of  the 
development  agreement;  however  detailed  Charity  Care  data  will  be  reported  in  the  annual  DPH  Charity  Care 
reporting  process. 

Commissioner  Chow  stated  that  he  supports  the  Innovation  Fund  and  suggested  refining  the  criteria  for  the 
second  round  of  funding,  after  the  SFCCC  clinics  are  funded.  Director  Garcia  stated  that  the  agreement 
specifies  that  the  City,  CPMC  and  the  Innovation  Fund  Foundation  will  each  appoint  one  member  to  a 
committee  to  provide  guidance  on  funding  decisions.  This  Committee  will  take  input  from  community  groups, 
individuals  and  advocates  as  part  of  their  decision-making  process. 
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Commissioner  Melara  commended  CPMC  for  spending  more  than  the  required  minimum  amount  of  money  on 
Charity  Care.  She  asl<ed  how  the  ratio  of  CPMC's  Charity  Care  spending  in  relation  to  its  total  revenue 
compares  to  other  hospitals.  Ms.  Chawla  stated  that  the  DPH  Charity  Care  Report,  which  will  be  presented  to 
the  Health  Commission  in  upcoming  months,  will  contain  this  data. 

Commissioner  Melara  asked  for  clarity  on  the  plan  for  St.  Luke's  Hospital  since  the  agreement  with  CPMC 
dictates  that  the  new  building  must  open  two  years  after  the  opening  of  the  Cathedral  Hill  campus.  Ms.  Chawla 
stated  that  the  new  building  will  be  located  on  the  existing  parking  lot  and  therefore,  the  existing  St.  Luke's 
hospital  facility  will  continue  operation. 

Commissioner  Melara  suggested  that  the  Health  Care  Master  Plan  may  be  used  to  help  guide  decisions 
regarding  the  Innovative  Fund  funding  decisions. 

9)  OTHER  BUSINESS 

JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Sanchez,  LHH  JCC  Chair,  stated  that  at  the  July  30,  2013  meeting,  the  Committee  reviewed 
family  and  resident  satisfaction  and  survey  results,  the  Gift  Fund  Balance  Report,  and  the  Hospice  and 
Palliative  Care  program.  The  Committee  approved  the  FY  2013-14  Gift  Fund  Budget  and  the  Credentialing 
and  Quality  Reports.  Commissioner  Sanchez  added  that  the  Committee  is  proud  that  LHH  admitted  eleven 
patients  transferred  from  SFGH  during  the  airplane  crash  tragedy.  He  welcomed  Commissioner  Chung  as  a 
new  member  of  the  LHH  JCC. 

COMMITTEE  AGENDA  SETTING 

This  item  was  not  discussed. 

10)  CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 

Action  Taken:   The  Health  Commission  voted  not  to  disclose  discussion  of  the  items  in  Closed 
Session. 

11)  ADJOURNMENT 

The  meeting  was  adjourned  at  6:27pm. 
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AGENDA 
HEALTH  COMMISSION  MEETING 
Tuesday,  August  20  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1) 
2) 


CALL  TO  ORDER 


PROPOSED  ACTION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  AUGUST  6.  2013. 

*  Minutes  of  the  meeting  of  August  6,  2013 


3) 


FOR  DISCUSSION: 


4) 

5) 

6) 
7) 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


GENERAL  PUBLIC  COMMENT** 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


FOR  ACTION: 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 


CONSENT  CALENDAR*** 


03-1 9-13 A08: 10  RCVD 


GOVERNMENT 
DOCUMENTS  DEPT 

AUG  1  9  2013 

SAN  FRANCISCO 
PUBLiC  LIBRARY 


LAGUNA  HONDA  HOSPITAL'S  ACCEPTANCE  AND  EXPENDITURE  OF  A 
GIFT  FROM  THE  STRONG  TRUST:  RESOLUTION 


(Mivic  Hirose,  Executive  Administrator) 


8)  FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 

9)  OTHER  BUSINESS**** 


FOOD  SECURITY  REPORT 

(Paula  Jones,  Director  of  Food  Systems 


FOR  DISCUSSION  AND: 
POSSIBLE  ACTION: 


JOINT  CONFERENCE  COMMITTEE  REPORTS 


FOR  DISCUSSION  AND  COMMITTEE  AGENDA  SETTING 

POSSIBLE  ACTION: 

10)        CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 


11)  ADJOURNMENT 

*        Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #311,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

**      At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are  within 
the  subject  matter  jurisdiction  of  the  Commission  that  are  not  on  this  meeting  agenda.  With  respect  to  agenda 
items,  your  opportunity  to  address  the  Commission  will  be  afforded  when  the  item  is  reached  in  the  meeting.  Each 
member  of  the  public  may  address  the  Commission  for  up  to  three  minutes.  The  Brown  Act  forbids  a  commission 
from  tal<ing  action  or  discussing  any  item  not  appearing  on  the  posted  agenda,  including  those  items  raised  at 
public  comment. 

***  All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health  Commission 
and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion  of  these  items 
unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will  be  removed  from  the 
Consent  Calendar  and  considered  as  a  separate  item. 

****  Opportunity  where  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion,  providing  that 
any  action  is  delayed  until  proper  notice  can  be  granted. 

Accessible  Meeting  Policy 

Meetings  are  held  in  the  Auditorium,  Room  #300,  at  101  Grove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
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requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  v^^ith  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  Frank  Darby  by  mail  to  Sunshine  Ordinance  Task  Force, 
1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax  at  (415) 
554-7854  or  by  email  at  sotf(5)sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  Mr.  Darby  or  by  printing  Chapter  67  of 
the  San  Francisco  Administrative  Code  on  the  Internet,  at  http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  August  20  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1)         CALL  TO  ORDER 

Present:  Commissioner  Sonia  E.  Melara,  iVISW,  President 

Commissioner  Edward  A.  Chow  IVI.D. 
Commissioner  Cecilia  Chung 
Commissioner  Judith  Karshmer,  Ph.D,  PIVIHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  David  B.  Singer 
Commissioner  Belle  Taylor-McGhee 

The  meeting  was  called  to  order  at  4:04pm. 


GOVERNMENT 
DOCUMEiSUS  DEPT 

AUG  3  0  2013 

SAN  FRANCISCO 
PUBLIC  UBRARY 


2)  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  AUGUST  6.  2013. 

Action  Taken:    The  minutes  of  the  August  6,  2013  Health  Commission  meeting  were  unanimously 
approved 

3)  Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

Welcome  New  Chief  Information  Officer 

Please  join  me  in  welcoming  Bill  Kim  as  the  new  Chief  Information  Officer.  Bill  comes  to  us  from  Dignity  Health 
(formerly  Catholic  Healthcare  West),  where  he  served  as  the  Director  of  IT  for  the  past  4  years.  Bill  is  ITIL  (IT 
service  management  methodology)  certified  professional  with  over  16  years  of  healthcare  leadership 
experience  in  acute  and  ambulatory  settings,  with  extensive  experience  in  IT  service  delivery  methodology, 
project  management,  clinical  and  non-clinical  technologies,  as  well  as  operational  and  strategic  planning.  We 
look  forward  to  having  Bill  help  us  as  we  align  our  IT  organization  to  better  meet  the  challenges  that  lay  ahead 
for  our  department  in  this  exciting  time  of  healthcare  changes,  so  we  may  continue  to  support  our  mission  and 
community. 


OBOT  Program  Marks  Year  10 

The  Office-Based  Opiate  Treatment  (OBOT)  program  celebrated  ten  years  of  service  in  San  Francisco  with  a 
celebration  on  August  7th  to  acknowledge  the  dedication  of  OBOT  staff  in  treating  opiate  addiction  and  the 
success  of  OBOT  clients  who  benefit  from  the  program. 

The  program  allows  individuals  who  are  addicted  to  opiates— such  as  heroin— to  receive  treatment  from  their 
primary  care  provider  so  that  all  of  the  patients'  health  conditions  are  treated  in  a  holistic  way.  This  is 
important  because  many  drug  users  have  co-occurring  medical  conditions  that  can  be  complex  and  dangerous 
if  their  medical  provider  lacks  knowledge  of  their  drug  use  or  participation  in  drug  treatment.  Provision  of 
integrated  care  is  a  central  concept  of  Health  Care  reform  under  the  Affordable  Care  Act.  Ward  86  is  a  new 
OBOT  site  that  provides  HIV  care  in  addition  to  primary  care  and  addiction  treatment. 

Clarification  on  Bathhouses 

The  Department  has  been  asked  recently  to  clarify  the  position  regarding  new  bathhouses  in  San  Francisco. 
The  questions  stem  from  historical  recollections  of  the  debate  on  the  closure  of  businesses  where  men  met 
other  men  for  sex;  some  of  these  businesses  were  bathhouses  or  what  was  referred  to  as  the  "baths."  I  am 
attaching  an  FAQ  that  we  have  been  distributing  to  our  community  partners  and  others  who  inquire  about  this 
topic.  It  is  also  posted  on  the  SFDPH  and  SFHIV  websites. 

San  Francisco  TB  Patients  to  Participate  in  Smart  Phone  Medication  Study 

This  fall,  the  San  Francisco  Tuberculosis  Unit  will  be  one  of  three  health  departments  in  the  U.S.  to  provide 
daily  observation  of  anti-tuberculosis  medications  by  smart  phone  to  selected  patients.  The  program  is  part  of 
a  study  led  by  the  University  of  California,  San  Diego  in  conjunction  with  the  TB  programs  in  San  Diego,  New 
York  City,  and  San  Francisco.  Patients  are  given  a  videophone,  videotape  themselves  taking  medications,  and 
send  the  videos  to  a  HIPAA  secure  portal  where  TB  program  staff  can  view  and  record  the  medication 
administration.  The  program  has  been  piloted  in  San  Diego  and  has  been  quite  successful  at  providing  a  more 
flexible,  cost  efficient  approach  to  directly  observed  therapy. 

Innovation  Hub 

I  am  pleased  to  announce  that  the  San  Francisco  Department  of  Public  Health  was  selected  as  one  of  three 
inaugural  "Innovation  Hubs"  by  the  Center  for  Care  Innovations  (CCI).  Many  thanks  to  George  Su,  MD  who  led 
the  effort  along  with  the  core  team  of  Jonathan  Fuchs,  MD,  Lisa  Johnson,  MD,  Lisa  Golden,  MD,  and  Suzan 
Liao,  a  friend  and  colleague  of  Dr.  Su  who  is  global  head  of  operations  at  Clorox,  and  is  working  with  us  on  a 
pro-bono  basis. 

SFGH  General  Medicine  Clinic  Wins  Gage  Award 

Another  example  of  our  successful  efforts  to  strengthen  primary  care  and  get  ready  for  health  reform  has  been 
recognized.  I  am  pleased  to  announce  that  San  Francisco  General  Hospital's  General  Medicine  Clinic  won  the 
2013  Gage  Award  Honorable  Mention  from  America's  Essential  Hospitals  (formerly  NAPH).  The  honor  goes  to 
the  clinic's  Care  Management  Program  that  works  to  decrease  hospitalizations  of  complex  clinic  patients  who 
are  frequently  admitted  to  the  hospital. 

The  program,  led  by  Liz  Davis,  MD,  improves  health  outcomes  through  focused  care  coordination  and  health 
coaching.  It  was  developed  in  collaboration  with  the  San  Francisco  Health  Plan  and  the  San  Francisco 
Department  of  Public  Health  case  management,  supportive  housing  and  primary  care  departments  to  share 
best  practices  and  avoid  redundant  services.  After  just  one  year,  care  management  patients  reduced  their 
hospital  days  by  49  percent  and  emergency  department  visits  by  21  percent,  by  learning  how  to  care  for 
themselves. 

Asthma  Task  Force  Releases  New  Report  on  Pediatric  Hospitalizations 
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The  SF  Asthma  Task  Force  has  just  published  the  findings  from  two  human  subject  research  projects  conducted 
with  clinical  partners  at  California  Pacific  Medical  Center  (CPMC)  California  and  St.  Luke's  campuses  and  SF 
General  Hospital  (SFGH).  The  results  were  released  in  the  Task  Force's  August  2013  report,  Causal  Factors 
Perceived  by  Medical  Providers  and  Patient  Families  for  San  Francisco  Pediatric  Asthnna  Hospitalizations  and 
Proposed  Interventions. 

Both  the  CPMC  and  SFGH  studies  surveyed  family  caregivers  of  children  and  adolescents,  age  birth  to  18  years 
of  age,  who  were  hospitalized  for  asthma  during  a  two  year  period  at  those  three  hospitals.  The  surveys 
examined  the  perceptions  of  the  child's  parent  or  other  family  caregiver  regarding  the  factors  that  lead  up  to 
the  child's  hospitalization.  Both  studies  also  collected  information  by  holding  focus  groups  with  medical 
providers,  both  doctors  and  nurse  practitioners,  who  admit  pediatric  patients  to  CPMC,  St.  Luke's  and  SFGH 
hospitals  for  asthma-related  causes.  The  focus  groups  examined  medical  providers'  opinions  on  the  causes  of 
pediatric  asthma  hospitalizations  and  how  such  hospitalization  might  be  prevented.  The  report  can  be 
accessed  on  the  Task  Force  website,  www.sfRov.org/asthma. 
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COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 


August  2013 
Governing  Body  Report  -  Credentialing  Summary 
(7/16/13  BUSINESS-MEC) 


8/2013 

07/2013  to  06/2014 

New  Appointments 

Reinstatements 

12 

19 

Reappointments 

Delinquencies: 
Reappointment  Denials: 

58 

109 

Resigned/Retired: 
Disciplinary  Actions 
Administrative  Suspension 

24 

34 

Roctri/*tir\n  /  I  imit'3t'if^n-Pri\/ilof70c 

Deceased 

Changes  in  Privileges 

Voluntary  Relinquishments 
Additions 

Proctorship  Completed 

18 
19 
18 

30 
35 
36 

Current  Statistics  -  as  of  7/1/13 

Active  Staff 

509 

Courtesy  Staff 

495 

Affiliated  Professionals  (non-physicians) 

245 

TOTAL  MEMBERS 

1,249 

Applications  in  Process 

131 

Applications  Withdrawn  Month  of  August  2013 

0 

SFGH  Reappointments  in  Process  9/2013  to  11/2013 

163 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


August  2013 
Health  Commission  -  Director  of  Health  Report 

(August  8,  2013  Medical  Exec  Committee) 


(FY  2013-2014) 

August 

Year-to-Date 

New  Appointments 

3 

6 

Reinstatements 

0 

0 

Reappointments 

3 

10 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

Resigned/Retired: 

0 

3 

Disciplinary  Actions 

0 

0 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

1 

2 

Proctorship  Extension 

0 

0 

Current  Statistics  -  as  of  8/1/2013 

Active  Medical  Staff 

37 

As-Needed  Medical  Staff 

14 

External  Consultant  Medical  Staff 

45 

Courtesy  Medical  Staff 

1 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

103 

Applications  in  Process  2 
Applications  Withdrawn  Month  of  August  2013  0 


Commissioner  Comments/Follow-Up: 

Commissioner  Chung  asked  for  an  update  on  the  TB  Smartphone  study  when  data  is  available.  She  stated  that 
this  type  of  intervention  may  be  very  helpful  for  immigrant  and  older  populations. 

Health  Commission  Minutes 
August  20,  2013 
Page  5 


A 


4)  GENERAL  PUBLIC  COMMENT 

The  following  written  public  comment  was  submitted  by  someone  who  wished  to  remain  anonymous: 

I  wish  to  make  a  formal  complaint  with  the  commission  against  Dr.  Tsutoaka  for  violating  my  HIPAA 
rights. 

5)  COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 

Commissioner  Taylor-McGhee,  Committee  Chair,  stated  that  the  Committee  heard  a  Mental  Health  Services 
Act  Update;  presentations  on  the  Children  and  Adult  Needs  &  Strengths  Assessment  data;  and  an  update  on 
the  Public  Health  Accreditation  process. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  requested  that  future  presentations  of  the  DPH  Public  Accreditation  Process  include  a 
timeline  which  includes  the  site  visit  component. 

6)  CONSENT  CALENDAR 

There  were  no  items  on  the  Consent  Calendar. 

7)  LAGUNA  HONDA  HOSPITAL'S  (LHH)  ACCEPTANCE  AND  EXPENDITURE  OF  A  GIFT  FROM  THE  STRONG 
TRUST:  RESOLUTION 

Mivic  Hirose,  Executive  Administrator,  stated  that  Patricia  Strong's  son  was  a  patient  at  LHH  from  2008-2009. 
The  Patricia  Strong  Trust  bequeathed  a  $25,000  gift  to  the  LHH  Palliative  and  Hospice  Fund.  The  Health 
Commission's  acceptance  of  the  gift  will  enable  the  sum  to  be  deposited  into  the  Palliative  and  Hospice  Fund 
and  using  its  proceeds  as  provided  by  the  San  Francisco  ordinance  and  hospital  policy  and  procedures 
governing  the  LHH  Gift  Fund. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  asked  for  clarification  regarding  the  categories  in  which  the  LHH  Gift  Fund  is  organized. 
ChiaYu  IVIa,  LHH  Deputy  Finance  Officer,  stated  that  under  the  Gift  Fund,  there  are  fourteen  grant  codes  that 
are  used  to  categorize  donations.  Regarding  this  donation,  there  is  a  code  used  to  specify  that  the  donation 
will  go  towards  the  LHH  Palliative  and  Hospice. 

Commissioner  Sanchez  stated  that  the  LHH  JCC  monitors  the  Gift  Fund  activities  and  budget  in  its  meetings. 

Commissioner  Karshmer  stated  that  the  gift  is  a  testament  to  the  compassionate  and  high  quality  of  care 
provided  by  Laguna  Honda  Hospital  staff  to  Ms.  Strong's  son. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  resolution  to  accept  and  expend 
the  gift  from  the  Strong  Trust. 

8)  FOOD  SECURITY  REPORT 

Paula  Jones,  Director  of  Food  Systems,  gave  the  presentation  and  reviewed  information  from  the  draft  Food 
Security  Task  Force  report  on  issues  of  hunger  and  food  insecurity  in  San  Francisco. 

Commissioner  Comments/Follow-Up: 

Commissioner  Singer  asked  if  the  final  report  will  include  budget  proposals  in  response  to  the  food  security 
issues  identified  in  the  report.  He  also  asked  for  information  on  the  most  cost  effective  use  of  food  security 
program  funds.  Ms.  Jones  stated  that  the  report  will  not  include  specific  budget  proposals.  She  stated  that  the 
most  cost  effective  programs  are  those  that  enable  federal  funds  to  be  matched.  She  added  that  the  CalFresh 
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program  is  a  very  cost  effective.  It  issues  monthly  electronic  benefits  that  can  be  used  to  buy  food  in  approved 
markets  and  stores.  CalFresh  recipients  must  earn  no  more  than  130%  of  the  federal  poverty  level  or  165%  of 
the  federal  poverty  level  if  there  is  an  senior  citizen  or  disabled  person  in  the  household.  Ms.  Jones  added  that 
currently  the  majority  of  San  Francisco  restaurants  accepting  CalFresh  are  fast  food. 

Commissioner  Chung  stated  that  it  is  important  to  take  a  step  back  and  understand  that  the  broader  issues  are 
about  poverty,  not  just  nutrition.  She  added  that  there  are  many  other  populations  in  San  Francisco  beyond 
those  living  in  SROs  who  need  assistance  getting  enough  food  to  survive.  She  also  stated  that  the  first  step 
should  be  to  promote  all  available  food  security  programs  to  insure  they  are  utilized  by  those  who  are  eligible 
for  the  programs.  She  also  stated  that  it  is  important  to  link  residents  to  neighborhood  resources. 

Commissioner  Chow  asked  for  more  information  on  the  types  of  restaurants  or  stores  that  can  apply  to  be  a 
Calfresh  vendor.  Ms.  Jones  stated  that  businesses  have  to  apply  and  after  approval  from  the  State,  are 
monitored.  She  added  that  in  addition  to  grocery  stores  and  restaurants,  many  corner  stores  have  been 
approved  to  be  Calfresh  vendors.  She  noted  that  all  San  Francisco  farmer's  markets  accept  CalFresh. 

Leo  Farrell,  San  Francisco  CalFresh  Project  Director,  stated  that  approximately  51,000  San  Francisco  residents 
receive  $95M  of  CalFresh  benefits  annually.  He  added  that  most  of  these  benefits  are  spent  in  grocery  stores. 
He  also  stated  that  a  store  must  sell  half  of  its  stock  in  food  items  in  order  to  be  approved  as  a  vendor. 
Additionally,  he  stated  that  about  1/3  of  recipients  now  apply  online  for  benefits. 

Commissioner  Sanchez  stated  that  early  education  programs  used  to  include  nutrition  education,  food,  and 
wrap-around  support  services.  He  recommends  that  these  types  of  programs  be  funded  for  positive  impact  on 
future  generations. 

Commissioner  Taylor-McGhee  stated  that  she  did  not  see  any  food-related  recommendations  in  either  the 
Community  Health  Improvement  Plan  (CHIP)  or  the  Health  Care  Services  Master  Plan  (HCSMP).  Colleen 
Chawla,  Deputy  Director  and  Director  of  Policy  and  Planning,  stated  that  the  HCSMP  focuses  on  the  location  of 
medical  services  in  San  Francisco.  However,  the  implementation  of  the  CHIP  will  include  a  work  group  focused 
on  healthy  eating  and  active  living;  food  security  would  be  included  in  this  groups  discussions. 

Commissioner  Taylor-McGhee  stated  that  it  is  also  important  to  address  food  deserts,  neighborhoods  in  which 
it  is  difficult  to  buy  food,  especially  fresh  food.  Ms.  Jones  stated  that  the  Food  Security  Task  Force  report  will 
include  information  on  neighborhoods  that  are  in  need  of  additional  food  resources. 

Commissioner  Melara  stated  that  the  larger  issue  is  food  access  and  efforts  to  increase  healthy  eating  in  San 
Francisco.  She  added  that  the  Health  Commission  needs  to  consider  the  most  cost  effective  use  of  funding.  She 
also  stated  that  she  is  still  interested  in  discussing  the  specific  food  issues  of  SRO  residents  as  they  relate  to 
availability  of  kitchens.  She  suggested  using  a  health  impact  assessment  to  thoroughly  study  the  issues. 

Ms.  Jones  introduced  a  draft  resolution  (Attachment  #1)  for  discussion. 

Commissioner  Karshmer  asked  if  the  SRO  residents  have  stated  that  their  highest  food-related  priority  is  to 
have  kitchens.  Ms.  Jones  stated  a  health  impact  assessment  would  enable  the  collection  this  data. 
Commissioner  Karshmer  stated  that  it  will  be  important  to  collect  data  on  the  diverse  group  of  individuals  and 
families  living  in  many  types  of  housing  situations  in  San  Francisco. 

Ms.  Chawla  stated  a  health  impact  assessment  would  create  a  multi-agency  group  looking  into  all  the  food 
access  issues  in  San  Francisco. 
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Commissioner  Singer  asked  if  the  health  impact  assessment  will  result  in  cost  estimates  associated  with 
recommendations.  Director  Garcia  stated  that  the  multi-agency  health  impact  assessment  will  lead  to 
recommendations  for  all  the  agencies  in  involved.  Recommendations  for  the  Department  of  Public  Health  can 
then  be  considered  by  the  Health  Commission  in  its  Finance  and  Planning  Committee. 

Commissioner  Chung  suggested  that  the  resolution  should  address  provision  of  nutrition  education. 

Commissioner  Chow  stated  that  the  draft  resolution  is  too  directive.  He  supports  the  idea  of  a  health  impact 
assessment  but  stated  that  many  of  the  specific  policies  and  plans  listed  in  the  "Further  Resolved,"  should  be 
moved  to  the  "Whereas"  section.  He  also  noted  that  the  resolution  does  not  address  cultural  and  geographic 
issues. 

Commissioner  Melara  asked  that  the  Health  Commissioners  forward  any  comments  on  the  draft  resolution  to 
Mr.  Morewitz. 

Director  Garcia  stated  that  if  the  Health  Commission  approves  the  health  impact  assessment,  it  will  be 
important  to  include  this  item  in  the  budget  by  November.  She  also  noted  that  implementing 
recommendations  from  the  health  impact  assessment  would  be  a  multi-year  process. 

Commissioner  Taylor-McGhee  stated  that  she  is  very  concerned  to  hear  that  over  41,000  seniors  in  San 
Francisco  are  living  under  200%  of  the  federal  poverty  level.  She  would  like  to  hear  more  information  on  DPH 
efforts  to  meet  the  needs  of  these  seniors.  Ms.  Jones  stated  that  there  are  low-income  seniors  living  in  all 
neighborhoods  in  San  Francisco.  Seniors  on  SSI  have  very  limited  food  resources;  delivered  meal  programs  are 
often  full  and  have  limited  resources  to  provide.  Ms.  Jones  added  that  the  issue  of  food  security  for  low- 
income  seniors  in  San  Francisco  is  a  great  concern. 

9)         OTHER  BUSINESS 

JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Chow,  SFGH  JCC  Chair,  stated  that  the  SFGH  JCC  met  on  August  13,  2013.  During  the  meeting, 
the  Committee  heard  an  ICD  update  which  described  the  substantial  changes  to  the  medical  coding  system. 
He  stated  that  the  Committee  will  now  review  SFGH  budget  at  the  department  level  at  each  meeting.  The 
Committee  also  reviewed  compliance,  regulatory,  and  credentials  reports. 

COMMITTEE  AGENDA  SETTING 


10)        CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 
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Action  Taken:   The  Health  Commission  voted  not  to  disclose  discussion  of  the  items  in  Closed 
Session. 

11)  ADJOURNMENT 

The  meeting  was  adjourned  at  6:17pm. 
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(Attachments!) 


HEALTH  COMMISSION 
RESOLUTION  

RESOLUTION  SUPPORTING  A  HEALTH  IMPACT  ASSESSMENT  TO  IMPROVE  HEALTHY  FOOD  ACCESS  FOR 

RESIDENTS  OF  SINGLE  ROOM  OCCUPANCY  HOTELS 

WHEREAS,  San  Francisco  has  over  500  residential  hotels,  and  over  18,000  low-income  San  Franciscans  live  in 
SROs;  and, 

WHEREAS,  SROs  are  the  largest  supply  of  low-cost  housing  in  the  city  and  the  lowest  income  and  most 
vulnerable  citizens  live  in  residential  hotels;  and, 

WHEREAS,  Many  SROs  are  in  need  of  repairs  and  renovations,  have  overcrowded  conditions,  and  lack  access  to 
kitchens  and  other  basic  human  needs;  and 

WHEREAS,  Many  residents  of  SROs  are  food  insecure  due  to  a  lack  of  adequate  resources  to  purchase  healthy 
food,  and  lack  of  facilities  to  prepare,  reheat  and  store  food;  and, 

WHEREAS,  There  are  complicating  factors  to  expanding  food  preparation  and  storage  options  in  SROs, 
including  fire  safety  risks,  the  need  for  building  upgrades,  pest  infestations,  additional  public  health  nuisances, 
lack  of  supportive  services  and  the  need  to  more  proactive  routine  inspections  of  all  SROs  in  San  Francisco. 

NOW  THEREFOR  BE  IT  RESOLVED  that  the  Health  Commission  supports  the  development  of  a  private-public 
multi-agency  working  group  to  identify  the  key  issues  associated  with  healthy  food  access  and  the  wide  variety 
of  related  health  issues  in  SROs  to  support  an  HIA. 

BE  IT  FURTHER  RESOLVED  in  order  to  protect  tenants  of  low  income  housing  in  San  Francisco  the  San  Francisco 
Health  Commission  supports  in  concept  a  Health  Impact  Assessment  (HIA)  that  improve  healthy  food  access 
for  residents  of  SROs,  which  may  include: 

Plans  to  increase  the  San  Francisco  Department  of  Public  Health's  ability  to  conduct  pro-active  routine 
inspections  of  all  SROs  in  San  Francisco 

Policies  to  increase  access  to  nutritious  food  including  increasing  resources  for  healthy  food  and  the  ability  to 
prepare  reheat  and  store  food  in  SROs 

Polices  that  provide  innovation  ways  to  create  communal  space  and  infrastructure 

Polices  that  leverage  SFDPH  master  lease  agreements  to  encourage  better  code  compliance 

Polices  that  leverage  SFDPH  master  lease  agreements  as  possible  financial  mechanisms  to  provide  loans  for 
building  improvements 
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AGENDA 
HEALTH  COMMISSION  MEETING 
Tuesday,  September  3,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1) 


CALL  TO  ORDER 


2) 


PROPOSED  ACTION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  AUGUST  20.  2013. 

*  Minutes  of  the  meeting  of  August  20,  2013 


3) 


FOR  DISCUSSION: 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


4) 
5) 
6) 


GENERAL  PUBLIC  COMMENT** 


08-30-13P01 ■?A  RCVD 


GOVERNMENT 
DOCUMENTS  DEPT 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 

FOR  ACTION: 


FINANCE  AND  PLANNING  COMMITTEE 


AUG  3  0  2013 


SAN  FRANCISCO 

CONSENT  CALENDAR  PUBLIC  UBRARY 

•  SEPTEIVIBER  2013  CONTRACTS  REPORT 

•  Request  for  approval  of  a  contract  with  the  San  Francisco  Unified 
School  District  for  services  to  increase  nutrition  education  and 

PHYSICAL  activities  IN  SCHOOL  AGE  CHILDREN  IN  THE  AMOUNT  OF  $772,000 
FOR  THE  PERIOD  OF  OaOBER  1,  2013,  THROUGH  SEPTEMBER  30,  2016. 
(36  MONTHS) 

•  Request  for  approval  of  a  contract  \n\jh  McKesson  Health 
Solutions  for  the  licensing  rights  for  the  McKesson  CERMe 
softvuare  and  InterQual  Criteria  used  by  San  Francisco  General 
Hospital,  and  Laguna  Honda  Hospital  in  the  amount  of  $421,556 

for  the  period  of  OaOBER  1,  2012  THROUGH  DECEMBER  31,  2017.  (63 

months) 


FOR  DISCUSSION  AND 


POSSIBLE  ACTION: 


DPH  SEX  AND  GENDER  GUIDELINES 

(Maria  Martinez,  Senior  Staff  to  the  Director  of  Health) 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


OTHER  BUSINESS**** 


RESOLUTION  SUPPORTING  A  HEALTH  IMPACT  ASSESSMENT  OF  FOOD 
SECURITY  FOR  RESIDENTS  OF  SINGLE  ROOM  OCCUPANCY  HOTELS 

(Paula  Jones,  Director  of  Food  Systems) 

HEALTH  CARE  SERVICES  MASTER  PLAN  UPDATE 

(Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of 
Policy  and  Planning) 


FOR  DISCUSSION  AND: 
POSSIBLE  ACTION: 


JOINT  CONFERENCE  COMMITTEE  REPORTS 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


COMMITTEE  AGENDA  SETTING 


CLOSED  SESSION 


A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 


ADJOURNMENT 

Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #311,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are  within 
the  subject  matter  jurisdiction  of  the  Commission  that  are  not  on  this  meeting  agenda.  With  respect  to  agenda 
items,  your  opportunity  to  address  the  Commission  will  be  afforded  when  the  item  is  reached  in  the  meeting.  Each 
member  of  the  public  may  address  the  Commission  for  up  to  three  minutes.  The  Brown  Act  forbids  a  commission 
from  taking  action  or  discussing  any  item  not  appearing  on  the  posted  agenda,  including  those  items  raised  at 
public  comment. 

All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health  Commission 
and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion  of  these  items 
unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will  be  removed  from  the 
Consent  Calendar  and  considered  as  a  separate  item. 
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****  Opportunity  where  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion,  providing  that 
any  action  is  delayed  until  proper  notice  can  be  granted. 


Accessible  Meeting  Policy 

Meetings  are  held  in  the  Auditorium,  Room  #300,  at  101  Grove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southv^est  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  v^/ith  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  Frank  Darby  by  mail  to  Sunshine  Ordinance  Task  Force, 
1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax  at  (415) 
554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  Mr.  Darby  or  by  printing  Chapter  67  of 
the  San  Francisco  Administrative  Code  on  the  Internet,  at  http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  September  3,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1) 

Present: 


CALL  TO  ORDER 


Excused: 


Commissioner  Sonia  E.  Melara,  MSW,  President 

Commissioner  Cecilia  Chung 

Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 

Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 

Commissioner  David  B.  Singer 

Commissioner  Belle  Taylor-McGhee 

Commissioner  Edward  A.  Chow,  M.D. 


GOVERNMENT 
DOCUMENTS  DEPT 

SEP  3  0  2013 

SAN  FRANCISCO 
PUBLIC  LIBRARY 


2) 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  AUGUST  20.  2013. 


Action  Taken:    The  minutes  of  the  August  20,  2013  Health  Commission  meeting  were  unanimously 
approved. 

3)        Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

Tom  Waddell  Urban  Health  Clinic  Open  House 

The  Commissioners,  staff  and  public  are  invited  to  attend  the  Grand  Opening  Celebration  for  Tom  Waddell 
Urban  Health  Clinic  (TWUHC),  on  Wednesday,  September  11,  9:30  -  noon,  230  Golden  Gate  Avenue  @ 
Leavenworth.  The  new  clinic  is  a  15,000  sf  state-of-the-art,  multi-disciplinary,  primary  care  clinic,  serving 
homeless  and  marginally-housed  persons  as  well  as  those  living  in  supportive  housing  in  the  Tenderloin  District 
of  San  Francisco  and  adjacent  neighborhoods.  Co-located  with  supportive  housing  at  Kelly  Cullen  Community, 
TWUHC  combines  the  practices  of  Housing  and  Urban  Health  Center  (which  has  closed)  and  Tom  Waddell 
Health  Center's  primary  care  into  a  new,  larger  practice  at  TWUHC.  Services  include  primary  care,  psychiatry, 
psycho-social,  and  substance  abuse,  among  others. 


Voter's  Information  Pamphlet 

Each  election  year,  the  Department  of  Elections  makes  free  advertising  and  promotional  space  available  in  the 
filler  pages  of  its  Voter's  Pamphlet  to  public  agencies  to  place  notices,  advertisements,  or  general  information. 
This  year,  there  will  be  two  health-related  ads  in  the  Voter's  Information  Pamphlet.  There  will  be  a  notice 


about  Health  Reform,  providing  residents  with  information  on  their  health  care  coverage  options  and  where  to 
go  for  additional  information.  In  addition,  the  Tobacco  Free  Project  was  given  approval  for  an  ad  that  informs 
the  public  of  the  new  smoke  free  apartment  disclos  ure  law  that  takes  effect  in  2014.  This  new  law  requires 
that,  by  January  2014,  all  property  owners  with  50  apartments  or  fewer  must  designate  and  maintain  a  list  of 
apartments  where  smoking  is  allowed,  include  this  information  in  apartment  vacancy  listings  (such  as  Craigslist 
ads  for  housing)  and  provide  to  potential  tenants  a  list  of  apartments  in  the  building  that  allow  smoking  before 
that  new  tenant  signs  their  lease.  Property  owners  with  more  than  50  units  must  do  the  same  by  January 
2015.  A  website,  www.SmokeFreeSF.org,  is  in  the  process  of  being  set  up  to  help  renters  and  apartment 
managers  become  informed  about  the  law  and  its  implications.  I  am  attaching  a  copy  of  the  ad  to  the 
Director's  Report. 

Walgreens  Teams  up  with  SFGH  Foundation 

During  the  month  of  September,  Walgreens  has  generously  selected  San  Francisco  General  Hospital 
Foundation  as  their  Charity  Choice.  Employees  at  67  Bay  Area  stores  will  be  asking  their  customers  if  they 
would  like  to  give  a  donation  at  registers.  Because  Walgreens  is  also  supporting  the  Leukemia  &  Lymphoma 
Society  that  month,  most  of  the  stores  will  use  their  pharmacy  as  the  area  where  customers  are  asked  about 
supporting  The  General.  However,  at  select  locations  close  to  the  hospital,  employees— wearing  iconic  heart 
lapel  pins— will  ask  customers  at  all  registers.  Please  keep  this  in  mind  as  you  buy  your  household  items  and 
back-to-school  supplies  or  pick  up  your  prescriptions  in  September. 

eReferral  Program  a  Finalist  for  Chamber  of  Commerce  Ebbie  Award 

The  San  Francisco  Chamber  of  Commerce  has  announced  the  finalists  for  the  2013  Excellence  in  Business 
Awards  (the  "Ebbies"),  San  Francisco's  preeminent  awards  competition  honoring  excellence  in  business, 
presented  by  Bank  of  America  Merrill  Lynch.  Finalists  for  the  Innovation  through  Technology  Award  are: 
International  Museum  of  Women,  San  Francisco  General  Hospital  and  Trauma  Center  and  Splunk. 

The  Innovation  through  Technology  Award  Is  presented  to  a  technology-led  business  and/or  organization  that 
looks  to  IT  to  solve  problems  and  Increase  efficiency.  Criteria  Include  the  industry  the  business  operates  In, 
what  new  technology  has  been  Implemented  and  the  Issue  or  goal  It  has  addressed  and  the  impact  that  the 
technology  has  had  on  all  aspects  of  the  business  and  the  communities  the  business  serves.  SFGH's  eReferral 
program,  which  speeds  access  to  specialists  for  patients  throughout  the  DPH  system,  is  being  honored  for 
using  technology  to  improve  care. 

The  awards  will  be  given  at  an  October  3  gala  at  the  Westin  St.  Francis  Hotel.  More  information  on  the  2013 
Ebbies  Is  available  at:  www.sfchamber.com/eventsprogs/events/ebbies/. 

Lead-Safe  Garden  Practices  Brochure  Available 

The  Children's  Environmental  Health  Promotion  Program  has  just  released  a  new  informational  brochure  on 
Lead-Safe  Garden  Practices,  in  partnership  with  Garden  for  the  Environment.  Because  most  soil  In  San 
Francisco  is  contaminated  with  lead  ,  coupled  with  the  Increasing  popularity  of  families  planting  gardens,  the 
brochure  encourages  gardeners  to  plant  in  raised  beds  or  adding  12-18"  of  new  soil  on  top  of  a  barrier  over 
the  existing  soil.  It  also  Includes  information  on  how  kids  get  lead  Into  their  bodies,  the  dangers  of  lead 
poisoning  and  best  practices  for  reducing  lead  exposure.  The  brochure  can  be  downloaded  from  the  website 
at  http://www.sfdph.org/dph/EH/CEHP/Lead/lnfoGardeners.asp.  Karen.Cohn@sfdph.org  or 
Joe. Walseth(5)sfd ph.org  has  more  Information. 

Project  Homeless  Connect  50 

Project  Homeless  Connect  50  was,  by  any  measure,  a  grand  success.  I  am  happy  to  report  that  850  volunteers 
assisted  1,767  individuals  at  PHC  on  August  14^*"  at  Bill  Graham  Civic  Center.  Many  thanks  to  all  of  the  staff 
who  volunteered  to  help  us  and  a  special  thanks  to  Kara  Zordel  and  her  very  capable  staff  who  worked  so  hard 
to  make  this  event  a  memorable  one  for  everyone  involved. 
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Dr.  Tomas  Aragon,  DPH  Health  Officer,  gave  an  update  on  the  E.  coli  0157  infection  in  14  persons  (11  San 
Francisco  residents),  9  of  who  ate  at  a  restaurant  in  San  Francisco  on  August  16  or  17.  Five  people  have  been 
hospitalized.  There  have  been  no  new  cases  since  this  exposure  date.  Based  on  our  current  investigation,  the 
preliminary  conclusion  is  that  there  is  no  ongoing  risk  to  the  public's  health.  The  restaurant,  which  has  had 
excellent  food  inspections,  has  fully  cooperated  with  health  authorities  and  will  remain  open.  SFDPH  is  working 
with  owners  to  ensure  continuing  safe  food  storage,  preparation,  and  handling.  SFDPH  is  continuing  its 
investigation,  conducting  special  interview  studies  with  the  patients  to  determine  how  they  may  have  been 
exposed  and  working  closely  with  the  California  Department  of  Public  Health. 

Commissioner  Comments/Follow-Up: 

Commissioner  Taylor-Mcghee  asked  the  health  status  of  those  who  were  hospitalized.  Dr.  Aragon  stated  that 
five  people  are  hospitalized,  two  with  kidney  failure. 

Commissioner  Taylor-McGhee  asked  for  recommended  precautions  for  the  public.  Dr.  Aragon  stated  that  the 
proper  hand  washing,  before  food  preparation  and  after  using  the  restroom,  is  necessary. 

Commissioner  Singer  congratulated  Dr.  Aragon  and  the  other  DPH  staff  working  on  this  incident  on  their 
effective  work.  He  asked  if  the  amount  of  time  it  took  the  DPH  to  be  made  aware  of  the  outbreak  was 
satisfactory.  Dr.  Aragon  stated  that  it  usually  takes  a  week  for  symptoms  to  appear;  he  added  that  others  may 
have  been  exposed  but  had  more  mild  symptoms. 

Director  Garcia  thanked  Dr.  Aragon  for  this  work. 

4)  GENERAL  PUBLIC  COMMENT 

There  was  no  public  comment. 

5)  FINANCE  AND  PLANNING  COMMITTEE 

Commissioner  Chung,  Committee  Chair,  stated  that  the  Committee  recommended  that  the  full  Health 
Commission  approve  the  September  2013  Contracts  Report  and  two  new  contracts  which  are  listed  in  the 
Consent  Calendar.  She  also  stated  that  the  Committee  has  begun  to  discuss  agenda  items  for  a  future  two- 
hour  planning  session. 

6)  CONSENT  CALENDAR 

The  following  Items  were  unanimously  approved: 

•  September  2013  Contracts  Report 

•  Request  for  approval  of  a  contract  with  the  San  Francisco  Unified  School  District  for  services  to  increase 
nutrition  education  and  physical  activities  in  school  age  children  in  the  amount  of  $772,000  for  the  period  of 
October  1, 2013,  through  September  30, 2016.  (36  months) 

•  Request  for  approval  of  a  contract  with  McKesson  Health  Solutions  for  the  licensing  rights  for  the 
McKesson  CERMe  software  and  InterQual  Criteria  used  by  San  Francisco  General  Hospital,  and  Laguna 
Honda  Hospital  in  the  amount  of  $421,556  for  the  period  of  October  1,  2012  through  December  31, 2017. 

(63  MONTHS) 

7)  DPH  SEX  AND  GENDER  GUIDELINES 

Maria  Martinez,  Senior  Staff  to  the  Director  of  Health,  and  Jenna  Rapues,  Community  Health  Promotion,  gave 
the  presentation. 

Commissioner  Comments/Follow-Up: 

Commissioner  Taylor-McGhee  asked  for  clarification  regarding  which  settings  the  two  questions  on  gender  and 
sex  be  asked.  Ms.  Martinez  stated  that,  due  to  the  sensitivity  of  these  issues,  the  DPH  is  recommending  that 
the  questions  and  responses  be  written  to  protect  the  privacy  of  clients/patients  in  all  settings.  The  current 
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DPH  data  systems  have  not  been  customized  to  collect  this  information  yet.  In  time,  the  DPH  will  be  able  to 
incorporate  these  questions.  By  approving  the  guidelines,  the  Health  Commission  can  assist  in  moving  a 
cultural  shift  forvy/ard  on  issues  of  sex  and  gender  data  collection.  She  added  that  the  DPH  has  little  impact  on 
data  collection  requirements  for  the  federal  and  State  government  data  collection. 

Commissioner  Chung  questioned  the  guidelines'  recommendation  to  use  the  questions  only  for  people  v^ho 
are  at  least  15  years  old.  She  stated  that  the  age  for  consent  for  an  HIV  test  is  thirteen  in  California  and 
recommended  considering  that  age.  She  added  that  data  shows  that  middle  school  students  report 
harassment  and  isolation  due  to  gender  and  sex  issues.  IVls.  Rapues  stated  that  the  guideline's 
recommendation  came  from  a  report  from  the  Gay  Lesbian  Straight  Education  Network(GLSEN)  which  cited 
the  age  of  15  as  an  appropriate  age  to  address  these  issues.  Ms.  Martinez  and  Director  Garcia  stated  that 
these  guidelines  are  a  work-in-progress  and  will  continue  to  be  updated.  Commissioner  Chung  stated  that  it  is 
important  to  collect  data  from  all  impacted  populations  so  the  DPH  can  gain  the  best  understanding  of  the 
issues. 

Commissioners  Melara  recommended  that  the  DPH  disseminate  the  guidelines  and  train  other  medical  and 
behavioral  health  providers  in  San  Francisco  to  initiate  a  broader  change. 

Commissioner  Karshmer  asked  for  clarification  on  a  deployment  plan  for  the  guidelines,  including  whether  DPH 
contractors  will  be  required  to  collect  these  data.  Ms.  Martinez  stated  that  the  first  step  is  revising  DPH  data 
systems  to  add  these  questions.  Then  the  DPH  will  disseminate  and  train  its  contractors  and  partners. 

Action  Taken:    The  DPH  Sex  and  Gender  Guidelines  were  unanimously  approved  by  the  full  Health 
Commission. 

8)  RESOLUTION  SUPPORTING  A  HEALTH  IMPACT  ASSESSMENT  OF  FOOD  SECURITY  FOR  RESIDENTS  OF 
SINGLE  ROOM  OCCUPANCY  HOTELS 

Cynthia  Comerford  ,  Environmental  Health  Protection,  Equity  and  Sustainability  Branch,  presented  the  draft 
resolution.  She  stated  that  the  DPH  revised  the  draft  resolution  based  on  the  Commissioners  comments  from 
the  8/20/13  full  Health  Commission  meeting. 

Commissioner  Comments/Follow-Up: 

Commissioner  Singer  asked  for  clarification  on  the  range  of  health  issues  that  the  Health  Impact  Assessment 
may  explore.  Ms.  Comerford  stated  that  the  the  DPH  is  responsible  for  code  and  compliance  and  responds  to 
tenant  complaints  of  mold,  pest,  and  other  related  issues.  The  Heath  Impact  Assessment  will  explore  security 
issues  in  the  context  of  these  other  issues. 

Action  Taken:    The  Resolution  was  unanimously  approved  by  the  full  Health  Commission. 
(See  Attachment  A) 

9)  HEALTH  CARE  SERVICES  MASTER  PLAN  UPDATE 

Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  Policy  and  Planning,  gave  the  update.  She  stated 
that  on  July  11,  2013,  the  draft  Health  Care  Services  Master  Plan  (HCSMP)  was  released  for  public  comment. 
Presentations  of  the  draft  were  made  to  the  Health  Commission  on  July  16,  2013,  and  to  the  Planning 
Commission  on  July  18,  2013.  The  public  comment  period  on  the  draft  HCSMP  ran  from  July  11,  2013  through 
August  22,  2013.  The  Department  of  Public  Health  (DPH)  and  the  Planning  Department  (Planning)  received 
public  comment  through  oral,  mail,  and  email  submissions.  She  stated  that  many  of  the  comments  pertained 
to  the  term  "critical  need"  in  the  consistency  determination  structure.  She  added  that  this  section  will  be 
revised. 
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Action  Taken:  The  full  Health  Commission  voted  in  support  of  moving  the  draft  Health  Care 
Services  Master  Plan  forward  for  final  consideration  by  the  Health  Commission 
and  Planning  Commission  at  the  September  19,  2013  special  joint  Commission 
meeting. 

10)  OTHER  BUSINESS 

JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Karshmer,  LHH  JCC  member,  stated  that  the  LHH  JCC  met  on  August  27,  2013  to 
approve  the  staff  credentials  and  quality  reports. 

COMMITTEE  AGENDA  SETTING 

This  item  was  not  discussed. 

11)  CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 

Action  Taken:   The  Health  Commission  voted  not  to  disclose  discussion  of  the  item  in  Closed 
Session. 

12)  ADJOURNMENT 

The  meeting  was  adjourned  at  5:43pm. 
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Attachment  A 


HEALTH  COMMISSION 
RESOLUTION  13-09 

RESOLUTION  SUPPORTING  A  HEALTH  IMPACT  ASSESSMENT  OF  FOOD  SECURITY  FOR  RESIDENTS  OF  SINGLE 

ROOM  OCCUPANCY  HOTELS 

WHEREAS,  San  Francisco  has  over  500  residential  hotels,  and  over  18,000  low-income  tenants  v\/hich  live  in 
Single  Room  Occupancy  Hotels  (SROs); 

WHEREAS,  SROs  are  the  largest  supply  of  low-cost  housing  in  the  city  and  are  occupied  by  the  lowest  income 
and  most  vulnerable  citizens  of  San  Francisco; 

WHEREAS,  Many  SROs  are  in  need  of  repairs  and  renovations,  are  overcrowded,  and  lack  access  to  kitchens; 

WHEREAS,  Many  residents  of  SROs  are  food  insecure  due  to  a  lack  of  adequate  resources  to  purchase  healthy 
food,  lack  of  access  to  retail  establishments  selling  affordable  and  healthy  food,  and  a  lack  of  facilities  to 
prepare  and  store  food; 

WHEREAS,  There  are  complicating  factors  to  expanding  food  preparation  and  storage  options  in  SROs, 
including  fire  safety  risks,  the  need  for  building  upgrades,  pest  infestations,  additional  public  health  nuisances, 
lack  of  supportive  services  and  the  need  for  more  proactive  routine  inspections  of  all  SROs  in  San  Francisco; 

WHEREAS,  Research  has  linked  food  insecurity  and  substandard  housing  to  poor  health  outcomes,  including 
stress  and  depression,  incomplete  viral  suppression  among  HIV  positive  urban  poor,  higher  rates  of 
hospitalization  and  acute  care  utilization,  asthma,  infectious  disease  and  injuries;  and 

WHEREAS,  The  San  Francisco  Department  of  Public  Health  (SFDPH)  has  an  integral  role  ensuring  housing  safety 
and  habitability  in  SROs  through  its  responsibility  for  health  and  safety  inspections  for  code  compliance, 
through  its  role  responding  to  tenant  complaints,  and  as  a  provider  of  supportive  housing  for  formerly 
homeless  individuals  through  its  Direct  Access  to  Housing  program. 

NOW  THEREFORE  BE  IT  RESOLVED  that  the  Health  Commission  supports  a  Health  Impact  Assessment  (HIA)  that 
evaluates  food  security  and  other  conditions  to  improve  the  health  of  residents  in  SROs;  and 

BE  IT  FURTHER  RESOLVED  that,  as  stakeholder  input  is  a  significant  component  of  a  HIA,  the  Health 
Commission  supports  the  development  of  a  private-public  multi-agency  working  group  to  identify  the  key 
issues  associated  with  food  security  and  the  wide  variety  of  related  health  issues  in  SROs. 

I  hereby  certify  that  the  San  Francisco  Health  Commission  adopted  this  resolution  at  its  meeting  of  September 
3,  2013. 


Mark  Morewitz 

Executive  Secretary  to  the  Health  Commission 
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Notice  of  September  17,  2013  Health  Commission  meeting  cancellation.  Notice  of  Septe... 

Mark  Morewitz  [Mark.Morewitz@sfdph.org] 


Attachments:     Q  AQ009192013.pdf  (114  KB)  [Open  as  Web  Page] 


Hello  Everyone, 

The  September  17,  2013  Health  Commission  full  meeting  and  Community  and  Public  Health  Committee  meeting  have 
been  cancelled. 

Notice  of  Special  Joint  Meeting:  The  Health  Commission  will  meet  with  the  Planning  Commission  on  September  19,  2013 
from  lOam-noon  at  City  Hall,  room  400,  to  review  the  Health  Care  Services  Master  Plan. 


n  jii 

All  available  documents  for  the  September  19,  2013  Joint  Commission  meeting  may  be  viewed  at  the  following  site  after 
iciii-cti  5:30pnn  today. 

http://www.sfdph.orq/dph/comupq/aboutdph/hc/nextMeeting.asp 

Have  a  pleasant  weekend. 


Mark  Morewitz,  MSW 

Health  Commission  Executive  Secretary 

101  Grove  Street,  Room  309 

San  Francisco,  Ca  94102 

Office(415)  554-2666 

Fax  (415)  554-2665 


To: 


Sent: 


Friday,  September  13,  2013  3:16  PM 
mark.morewltz@sfdph.org 
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CALL  TO  ORDER 


NOTICE  OF  SPECIAL  JOINT  MEETING: 
HEALTH  COMMISSION  AND  PLANNING  COMMISSION 

AGENDA 

Thursday,  September  19,  2013, 10am  GOVERNMENT 
City  Hall,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  400   pQQf  ||V'|EMTS  DEPT 
San  Francisco,  CA  94102 

SEP  13  2013 


2)         SPECIAL  CALENDAR 

FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


SAN  FRANCISCO 
PUB'  !C  UBRARY 

HEALTH  CARE  SERVICES  MASTER  PLAN*  r  i-.Ljnnn  i 

(Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  DPH 
Policy  and  Planning) 


On  November  23,  2010,  the  Board  of  Supervisors  adopted  Ordinance 
No.  300-10,  requiring  the  Department  of  Public  Health  and  the 
Planning  Department  to  prepare  a  Health  Care  Services  Master  Plan 
("HCSMP"),  to  "provide  the  Health  Commission,  the  Planning 
Commission  and  Board  of  Supervisors  with  information  and  public 
policy  recommendations  to  guide  their  decisions  to  promote  the  City's 
land  use  and  policy  goals  developed  in  such  Plan,  such  as  distribution 
and  access  to  health  care  services".  The  Ordinance  created  Planning 
Code  Sections  342  and  342.10  to  create  and  implement  the  HCSMP. 
An  informational  hearing  on  the  Draft  HCSMP  was  held  at  the  Health 
Commission  on  July  16,  2013.  An  informational  hearing  on  the  Draft 
HCSMP  was  held  at  the  Planning  Commission  on  July  18,  2013.  Public 
comment  on  the  draft  Plan  closed  August  22,  2013.  Planning 
Department  and  Department  of  Public  Health  staff  will  present  a 
summary  of  public  comments  and  a  revised  draft  of  the  HCSMP  at  a 
special  joint  meeting  of  the  San  Francisco  Health  Commission  and  the 
San  Francisco  Planning  Commission.  At  this  joint  meeting,  each 
Commission  will  consider  adopting  a  resolution  to  recommend 
approval  of  the  Plan  by  the  Board  of  Supervisors.  The  Planning 
Commission  will  also  consider  adopting  the  Negative  Declaration 
prepared  under  the  California  Environmental  Quality  Act  (CEQA)  for 
the  HCSMP,  and  making  CEQA  Findings. 

Preliminary  Recommendation:  Adopt  a  Recommendation  for  Approval 


3)         GENERAL  PUBLIC  COMMENT** 


4)  ADJOURNMENT 

*        Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

**      At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are  within 
the  subject  matter  jurisdiction  of  the  Commission  that  are  not  on  this  meeting  agenda.  With  respect  to  agenda 
items,  your  opportunity  to  address  the  Commission  w/ill  be  afforded  when  the  item  is  reached  in  the  meeting.  Each 
member  of  the  public  may  address  the  Commission  for  up  to  three  minutes.  The  Brown  Act  forbids  a  commission 
from  taking  action  or  discussing  any  item  not  appearing  on  the  posted  agenda,  including  those  items  raised  at 
public  comment. 

Accessible  Meeting  Policy 

The  meeting  will  be  held  In  room  400  at  City  Hall,  1  Dr.  Carlton  B.  Goodiett  Place,  in  San  Francisco,  CA.  The 
room  is  wheelchair  accessible  through  the  Van  Ness  entrance.  The  closest  accessible  station  for  Muni  and 
BART  is  the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde 
Streets).  Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus 
lines  serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodiett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at;  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 
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Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf(S)sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  Mr.  Darby  or  by  printing  Chapter  67  of 
the  San  Francisco  Administrative  Code  on  the  Internet,  at  http://www.sfgov.org/sunshine.htm. 
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Memorandum 


DATE:  September  12,  2013 

TO:  Sonia  Melara,  Health  Commission  President,  and  Members  of  the  Health  Commission 

THROUGH:  Barbara  A.  Garcia,  MPA,  Director  of  Health 

FROM:  Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  Policy  &  Planning 

RE:  Revisions  to  the  San  Francisco  Health  Care  Services  Master  Plan 


OVERVIEW 

On  July  11,  2013,  the  draft  HCSMP  was  released  for  public  comment.  Presentations  of  the  draft  were 
made  to  the  Health  Commission  on  July  16,  2013,  and  to  the  Planning  Commission  on  July  18,  2013. 
The  public  comment  period  on  the  draft  HCSMP  ran  from  July  11,  2013  through  August  22,  2013.  The 
Department  of  Public  Health  (DPH)  and  the  Planning  Department  (Planning)  received  public  comment 
through  oral,  mail,  and  email  submissions.  This  memo  summarizes  the  public  comment  received  and 
the  revisions  that  were  made  to  the  draft  of  the  HCSMP.  A  revised  draft  of  the  HCSMP  will  be 
presented  at  a  joint  meeting  of  the  Health  and  Planning  Commissions  on  September  19,  2013  for  your 
review,  consideration,  and  possible  approval. 

SUMMARY  OF  PUBLIC  COMMENT 

Oral  comment  was  presented  at  the  Health  Commission  hearing  on  July  16,  2013  and  at  the  Planning 
Commission  hearing  on  July  18,  2013.  The  following  individuals/organizations  made  oral  comments  at 
the  Health  and/or  Planning  Commission  meetings: 


Members  of  the  Health  Commission 

Members  of  the  Planning  Commission 

Chinese  Progressive  Association 

Physicians  Organizing  Committee 

California  Nurses  Association 

National  Council  of  Asian  Pacific  Islander  Physicians 


The  mission  of  the  San  Francisco  Department  of  Public  Health  is  to  protect  and  promote  the  health  of  all  San  Franciscans. 

We  shall  ~  Assess  and  research  the  health  of  the  community  ~  Develop  and  enforce  health  policy  ~  Prevent  disease  and  injury  ~ 
'  Educate  the  public  and  train  health  care  providers  ~  Provide  quality,  comprehensive,  culturally-proficient  health  services  ~  Ensure  equal  access  to  all 
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The  following  individuals/organizations  submitted  written  comment: 


•  Members  of  the  Health  Commission 

•  Lucy  Johns,  IVIPH  Independent  Consultant 

•  Chinese  Progressive  Association 

•  San  Francisco  Community  Clinic  Consortium 

•  San  Francisco  Medical  Society 

•  Kaiser  Permanente 

•  Zen  Hospice  Project 

Following  are  the  key  themes  presented  in  the  oral  and  written  comments: 

•  Comment  on  the  format  of  the  "critical  need"  designation  falling  under  Health  Priority  3. 

o    Additional  clarification  or  expansion  of  guidelines  falling  under  Guideline  3.1:  Increase 

access  to  appropriate  care  for  San  Francisco's  vulnerable  populations, 
o    Support  for  Guideline  3.1.9  which  advocates  for  the  extension  of  Medicaid  primary  care 

reimbursement  rate  beyond  2014. 
o    Support  for  Guideline  3.1.14  which  supports  the  preservation  of  Healthy  San  Francisco, 
o    Support  for  Guideline  3.4  which  supports  cultural,  linguistic,  and  physical  capacity  in 

health  care  and  support  service  providers, 
o    Support  for  Guideline  3.5  which  supports  a  range  of  appropriate  transportation  options 

that  allow  San  Francisco  residents  to  reach  their  health  care  destinations. 

•  Requests  for  additional  attention  to  be  brought  to  specific  issues,  including  the  role  of  private 
physicians  in  the  safety  net,  mental  health,  substance  abuse,  hospice  and  palliative  care, 
transportation,  and  linguistic  access. 

•  The  need  for  additional  clarification  regarding  the  process  of  Consistency  Use  Determination. 

•  Suggestions  for  formatting,  organization,  and  wording  of  certain  sections  of  the  report. 

SUMMARY  OF  REVISIONS  MADE  TO  THE  JULY  11,  2013  DRAFT  HCSMP 

All  public  comments  were  thoroughly  reviewed  and  considered  by  DPH  and  Planning  staff.  Following  is 
an  outline  of  the  revisions  that  were  made  to  the  July  11,  2013  draft  HCSMP,  which  are  represented  in 
the  September  12,  2013  draft  that  accompanies  this  memo. 


Issue 

Summary 

Change 

Recommendations 
Structure/  "Critical 
Need"  Designation 

The  majority  of  the  comments 
received  were  related  to  the 
HCSMP's  use  of  the  term 
"critical  need."  The  "critical 
need"  designation  created 
confusion  as  it  did  not  identify 
the  difference  between  policy 
recommendations  and  those 
related  to  development 
projects. 

To  provide  greater  clarity,  the 
recommendations  and  guidelines  were 
restructured  to  remove  the  term  "critical  need" 
and  replace  it  with  the  designation  of  "eligible 
for  development  incentives."  By  virtue  of  their 
inclusion  as  recommendations  or  guidelines,  all 
recommendations  were  intended  to  represent 
critical  goals.  The  revised  designation  more 
accurately  reflects  this  original  intention. 
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1  Issue 

Summary 

Change 

Consistency  Use 
Determination 

A  number  of  commenters 
suggested  that  the  Consistency 
Use  Determination  process  may 
be  confusing  and  could  be 
clarified. 

•  The  sections  on  the  consistency 
determination  were  consolidated,  edited 
to  improve  clarity,  and  moved  to  appear 
earlier  in  the  HCSMP. 

•  Language  as  added  to  clarify  the  Health 
Commission's  role  to  review  applications 
recommended  by  staff  as  "Consistent  and 
Recommended  for  Development 
Incentives"  and  "Inconsistent." 

•  The  graphic  represented  in  Exhibit  3  on 
page  22  was  updated  to  reflect  the 
additional  possible  determination  of 
"Consistent  and  Recommended  for 
Development  Incentives." 

Density  of  Health 
Care  Services 

Commenters  suggested  an 
expansion  of  the  guidelines  to 
support  an  assessment  of  the 
density  of  services  provided. 

Guideline  3.1.1  was  expanded  to  include 
language  to  consider  existing  density  of  health 
care  services. 

Cultural 
Competency  of 
Providers 

One  commenter  requested 
guidelines  include  language 
supporting  "culturally 
competent"  providers. 

•  Guideline  3.1.2  was  changed  to  include 
language  supporting  culturally  competent 
providers. 

•  Guideline  3.1.8  was  changed  to  include 
language  supporting  culturally  competent 
providers. 

Participation  of 
Private  Physicians 
in  Medi-Cal 

Two  commenters  requested  the 
HCSMP  recognize  the 
importance  of  Medi-Cal  rates 
for  private  physician 
participation. 

•  Guideline  3.1.9  was  changed  to  recognize 
the  importance  of  Medi-Cal  rates  for 
private  physician  participation  in  the  Medi- 
Cal  program. 

•  Changes  were  made  to  the  body  of  the 
HCSMP  on  page  115  to  describe  the 
importance  of  Medicaid  rates  for  private 
physician  participation. 

Mental  Health 

Several  commenters  suggested 
that  greater  emphasis  be  placed 
on  mental  health  in  the  HCSMP. 

•  Recommendation  3.2  was  amended  to 
identify  mental  health  and  substance  abuse 
as  components  of  behavioral  health. 

•  Guideline  3.2.1  was  expanded  to  support 
an  integrated  approach  that  includes 
behavioral  health  into  primary  care  medical 
homes. 

•  Guideline  3.2.4  was  added  under  to 
emphasize  the  importance  of  community- 
based  behavioral  health  services. 

Transportation 

One  commenter  suggested  that 
the  guidelines  refer  to  "transit" 
options  instead  of  only  "bus" 
options. 

Guideline  3.5.8  replaced  the  word  "bus"  with 
"transit"  to  reflect  broader  transportation 
options. 
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1  Issue 

Summary 

Change 

Collaboration 

One  commenter  requested  to 

Guideline  3.6.4  now  supports  collaboration 

between  San 

expand  the  guideline  to  reflect  a 

with 

Francisco 

collaboration  of  information  not 

2-1-1  beyond  only  clinic  services. 

providers  and  the 

only  with  clinics,  but  with  all 

United  Way 

available  health  services. 

HCSMP  as  a 

Several  commenters  noted  the 

The  section  entitled  HCSMP  as  a  Health  Policy 

Health  Policy 

value  of  the  HCSMP  beyond  its 

Resource  was  added  to  the  HCSMP  and  appears 

Resource 

impact  on  development 
decisions  and  noted  that  it 
should  be  relied  upon  as  a  living 
document  that  guides  health 
policy  in  the  city. 

on  page  182. 

Cal  eConnect 

One  commenter  noted  that  Cal 

The  section  on  Cal  eConnect,  previously  in  the 

eConnect  had  ceased  operations 

Technology  &  Innovation  Section  of  the  Health 

since  this  portion  of  the  HCSMP 

System  Trends  Assessment,  was  removed. 

was  written. 

Contracts  with 

One  commenter  discussed  the 

Further  clarification  was  added  to  the  HCSMP 

Safety  Net 

requirements  of  health  plans 

body  on  page  55  regarding  the  requirement  of 

Providers 

offered  on  Covered  California  to 

Qualified  Health  Plans  under  Covered  California 

contract  with  safety  net 

to  contract  with  safety  net  providers  in  San 

providers  under  Covered 

Francisco. 

California. 

Substance  Abuse 

One  commenter  recommended 

Though  information  on  substance  abuse  is 

that  the  HCSMP  include  a  more 

included  in  the  HCSMP,  the  need  for  further 

thorough  analysis  of  the  issue  of 

analysis  and  study  of  this  issue  was  noted  in  the 

substance  abuse  among  San 

HCSMP  under  "Key  Items  for  Future 

Francisco  residents  and  the 

Consideration." 

supply  of  substance  abuse 

treatment  providers. 

Hospice/Palliative 

One  commenter  recommended 

As  this  information  was  not  thoroughly 

Care 

that  the  HCSMP  include 

reviewed  and  considered  by  the  HCSMP  Task 

research  and  analysis  on  the 

Force  during  the  development  of  the  draft 

supply  and  future  need  for 

HCSMP,  this  issue  was  noted  in  the  HCSMP 

hospice  and  palliative  care. 

under  "Key  Items  for  Future  Consideration." 
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1  Issue 

Summary 

Change 

Information 

Commenters  recommended 

Several  non-substantive  changes  v^/ere  made  to 

Updates  and  Style 

specific  changes  related  to 

the  HCSMP  to  provide  more  specific 

Changes 

formatting,  organization  of  the 

information  than  was  available  at  the  time  of 

report,  and  wording  or 

initial  drafting,  due  largely  to  progress  on 

phraseology. 

implementation  of  federal  Health  Reform. 
Examples  of  these  changes  include  the  naming 
of  California's  health  insurance  exchange  as 
Covered  California,  and  the  inclusion  of 
updated  information  on  health  professional 
shortage  areas  in  San  Francisco.  Other  changes 
were  largely  related  to  the  style  or  structure  of 
the  report  and  included,  for  example,  the 
inclusion  of  the  full  set  of  recommendations 
and  guidelines  in  the  Executive  Summary. 

NEXT  STEPS 

The  revised  HCSMP  attached  to  this  memo  is  submitted  for  your  consideration  and  discussion  at  the 
joint  Health  and  Planning  Commission  meeting  on  Thursday,  September  19,  2013.  At  this  meeting,  the 
Health  and  Planning  Commissions  may  approve  the  revised  draft  HCSMP  and  advance  it  to  the  Board  of 
Supervisors  for  their  final  review  and  approval,  or  review  the  draft  and  request  additional  hearings 
and/or  time  for  consideration. 

Attachment 

•  Health  Care  Services  Master  Plan,  September  12,  2013  Draft 

•  Draft  Resolution  Recommending  that  the  Board  of  Supervisors  Adopt  the  Health  Care  Services 
Master  Plan  as  an  Official  Plan  of  the  City  and  County  of  San  Francisco 
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HEALTH  COMMISSION 
RESOLUTION  

RECOMMENDING  THAT  THE  BOARD  OF  SUPERVISORS  ADOPT  THE  HEALTH  CARE  SERVICES 
MASTER  PLAN  AS  AN  OFFICIAL  PLAN  OF  THE  CITY  AND  COUNTY  OF  SAN  FRANCISCO 


WHEREAS,  San  Francisco  Ordinance  300-10,  sponsored  by  Supervisor  David  Campos  and 
effective  January  2,  2011,  required  the  creation  of  a  Health  Care  Services  Master  Plan  (HCSMP), 
and  once  adopted  by  the  Board  of  Supervisors,  requires  that  certain  land  use  projects  that  fall 
under  the  medical  use  sections  of  the  Planning  Code  and  meet  certain  size  thresholds  be 
compared  for  consistency  against  the  HCSMP; 

WHEREAS,  The  HCSMP  is  a  comprehensive  look  at  San  Francisco's  current  and  projected  health 
care  facility  and  service  needs  and  has  been  a  collaboration  between  the  Department  of  Public 
Health  (DPH)  and  the  Planning  Department,  and  the  many  community  and  health  care  experts 
who  participated  in  the  process  to  create  the  Plan; 

WHEREAS,  The  HCSMP  will  provide  the  Health  Commission,  the  Planning  Commission,  and 
Board  of  Supervisors  with  information  and  public  policy  recommendations  to  guide  their 
decisions  to  promote  the  City's  land  use  and  policy  goals  developed  in  such  Plan,  such  as 
distribution  and  access  to  health  care  services; 

WHEREAS,  The  HCSMP  will  also  provide  the  Health  Commission,  the  Planning  Commission,  and 
Board  of  Supervisors  with  information  essential  to  health  care  planning  for  the  City; 

WHEREAS,  The  HCSMP  identifies  the  current  and  projected  need  for,  and  locations  of,  health 
care  services  in  San  Francisco,  and  contains  recommendations  on  how  to  achieve  and  maintain 
appropriate  distribution  of,  and  access  to,  such  services; 

WHEREAS,  The  Plan  was  informed  by: 

•  A  41-member  HCSMP  Task  Force  that  served  as  an  advisory  body  charged  with 
focusing  on  health  care  access  among  San  Francisco's  vulnerable  populations  and 
developing  preliminary  HCSMP  recommendations  that  reflected  both  relevant  data 
and  community  feedback. 

•  More  than  100  San  Francisco  residents  who  gave  their  time  to  infuse  the  HCSMP 
with  community  perspective.  Through  public  comment  at  HCSMP  Task  Force 
meetings  and  participation  in  HCSMP  focus  groups,  community  members  shared 
their  vision  of  what  equitable  health  care  access  might  look  like  in  San  Francisco. 

•  Quantitative  data  and  policy  analysis  reflected  in  the  Community  Health  Status 
Assessment  and  the  five  assessments  required  of  the  HCSMP  by  the  Ordinance. 

WHEREAS,  The  resulting  HCSMP  is  a  community-  and  data-driven  document  that  sets  forth  a 
series  of  recommendations  and  related  guidelines  intended  to  provide  a  dynamic  and  inspiring 
roadmap  for  bettering  health  and  health  services,  focus  on  improving  access  to  care, 
particularly  for  San  Francisco's  vulnerable  populations,  including  low-income  areas  and 
geographic  areas  with  high  rates  of  health  disparities; 
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WHEREAS,  The  HCSMP  recommendations  and  guidelines  were  largely  developed  by  the  HCSMP 
Task  Force  not  only  to  guide  land  use  decisions  and  inform  the  siting  and  scope  of  health  care 
facilities  and  services,  but  also  acknov^ledge  that  health  and  wellness  result  from  the  complex 
integration  of  services,  community  partnerships,  and  neighborhood  characteristics; 

WHEREAS.  The  HCSMP  was  posted  and  available  for  public  comment  between  July  11,  2013  and 
August  22,  2013; 

WHEREAS,  On  July  16,  2013,  the  Health  Commission  conducted  a  duly  noticed  public  hearing  on 
the  HCSMP  at  a  regularly  scheduled  meeting  of  the  Health  Commission; 

WHEREAS,  on  September  3,  2013,  the  Health  Commission  was  presented  with  a  summary  of 
the  public  comment  that  was  received  during  the  public  comment  period; 

WHEREAS,  At  its  September  3,  2013  meeting,  the  Health  Commission  voted  in  support  of 
moving  the  draft  Plan  forward  for  final  consideration  by  the  Health  Commission  and  Planning 
Commission  at  the  September  19,  2013  special  joint  Commission  meeting; 

NOW  BE  IT  RESOLVED,  That  pursuant  to  San  Francisco  Ordinance  300-10,  the  Health 
Commission  recommends  that  the  Board  of  Supervisors  adopt  the  Health  Care  Services  Master 
Plan  as  an  official  plan  of  the  City  and  County  of  San  Francisco;  and 

BE  IT  FURTHER  RESOLVED,  That  the  Health  Commission  commends  and  thanks  the  HCSMP  Task 
Force  and  the  additional  members  of  the  community  who  participated  in  this  process  for  their 
thoughtful  work  and  strong  commitment  to  the  development  of  this  landmark  plan;  and 

BE  IT  FURTHER  RESOLVED,  That  the  Health  Commission  intends  this  to  rely  on  this  HCSMP  to 
inform  and  support  citywide  strategic  and  health  improvement  planning  efforts,  particularly  for 
San  Francisco's  vulnerable  populations. 

I  hereby  certify  that  the  San  Francisco  Health  Commission  at  its  meeting  of  September  19,  2013 
adopted  the  foregoing  resolution. 


Mark  Morewitz 
Health  Commission  Executive  Secretary 
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SAN  FRANCISCO  DEPARTMENT  OF  PUBLIC  HEALTH 
SAN  FRANCISCO  PLANNING  DEPARTMENT 


San  Francisco  Health  Care 
Services  Master  Plan 


September  2013 


Per  San  Francisco  Ordinance  No.  300-10,  the  Health  Care  Services  Master  Plan  (HCSMP)  identifies  the  current 
and  projected  needs  for,  and  locations  of,  health  care  services  in  San  Francisco.  The  HCSI^P  also  sets  forth 
recommendations  on  how  to  achieve  and  maintain  an  appropriate  distribution  of  and  equitable  access  to, 
such  health  care  services. 


The  Health  Care  Services  Master  Plan  (HCSMP)  represents  a  collaborative  effort  between  the  San 
Francisco  Department  of  Public  Health  (SFDPH)  and  the  San  Francisco  Planning  Department 
(Planning)with  the  support  of  countless  others.  With  the  common  mission  of  improving  population 
health  and  creating  equitable  health  care  access  for  all,  SFDPH  and  Planning  wish  to  acknowledge  the 
following  entities  for  informing  this  report  and  supporting  the  HCSMP's  development: 

•  HCSMP  Task  Force 

•  HCSMP  Data  Advisory  Committee 

•  San  Francisco  Department  of  Emergency  Management 

•  San  Francisco  Foundation 

•  San  Francisco  Health  Commission 

•  San  Francisco  Health  Reform  Task  Force 

•  San  Francisco  Human  Services  Agency  -  Department  of  Aging  and  Adult  Services 

•  San  Francisco  Planning  Commission 

•  SFDPH  -  Public  Health  Emergency  Preparedness  and  Response  Section 

•  National  Association  of  County  and  City  Health  Officials 

•  University  of  California,  San  Francisco,  particularly  Dr.  Kevin  Grumbach  and  Dr.  Dean 
Schillinger 

•  Harder  +  Company  Community  Research 

Special  thanks  to  Supervisor  David  Campos  and  Legislative  Aide  Hillary  Ronen  for  their  role  in 
sponsoring  and  securing  Board  support  for  San  Francisco  Ordinance  No.  300-10.  Their  vision  and 
continued  commitment  to  ensuring  equitable  health  care  access  in  San  Francisco  served  as  the  catalyst 
for  the  current  HCSMP  and  will  shape  San  Francisco's  health  care  future  for  years  to  come. 

SFDPH  and  Planning  also  wish  to  thank  Ms.  Roma  Guy  and  Dr.  Tomas  Aragon,  co-chairs  of  the  HCSMP 
Task  Force.  Their  leadership,  insight,  and  guidance  framed  the  Task  Force's  work,  allowing  for 
meaningful  dialogue  between  community  residents  and  Task  Force  members. 

Special  thanks  also  to  Dick  Hodgson,  former  Vice  President  of  Policy  and  Planning  at  the  San  Francisco 
Community  Clinic  Consortium.  Mr.  Hodgson's  expertise  greatly  informed  the  Health  System  Trends 
Assessment  of  this  report,  and  we  hope  that  his  passion  for  increasing  health  care  access  among  San 
Francisco's  underserved  permeates  the  broader  HCSMP. 

Above  all,  SFDPH  and  Planning  wish  to  recognize  the  more  than  100  San  Francisco  residents  who  gave 
their  time  to  infuse  the  HCSMP  with  community  perspective.  Through  public  comment  at  HCSMP  Task 
Force  meetings  and  participation  in  HCSMP  focus  groups,  community  members  shared  their  vision  of 
what  equitable  health  care  access  might  look  like  in  San  Francisco.  Community  voice  gives  life  to  HCSMP 
quantitative  data  and  highlights  San  Francisco's  health  care  successes  as  well  as  opportunities  for 
change.  We  thank  community  members  for  their  engagement  and  look  forward  to  partnering  with 
residents  further  should  HCSMP  recommendations  be  approved  by  the  San  Francisco  Board  of 
Supervisors  and  implemented. 
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Executive  Summary 


Sponsored  by  Supervisor  David  Campos  and  effective  January  2,  2011,  San  Francisco  Ordinance  No.  SOC- 
IO (Ordinance)  required  the  creation  of  a  Health  Care  Services  IVIaster  Plan  (HCSMP)  to  "provide  the 
Health  Commission,  the  Planning  Commission  and  Board  of  Supervisors  w/ith  information  and  public 
policy  recommendations  to  guide  their  decisions  to  promote  the  City's  land  use  and  policy  goals 
developed  in  such  Plan,  such  as  distribution  and  access  to  health  care  services."  Specifically,  the 
Ordinance  required  the  San  Francisco  Department  of  Public  Health  (SFDPH)  and  the  San  Francisco 
Planning  Department  (Planning)  to  prepare  a  HCSMP  for  adoption  by  the  Board  of  Supervisors  that: 

•  Identifies  the  current  and  projected  need  for,  and  locations  of,  health  care  services  in  San 
Francisco,  and 

•  Contains  recommendations  on  how  to  achieve  and  maintain  appropriate  distribution  of,  and 
access  to,  such  services. 

Once  the  HCSMP  is  adopted  by  the  Board  of  Supervisors,  the  Ordinance  requires  that  certain  land  use 
projects  that  fall  under  the  "medical  use"  sections  of  the  Planning  Code  and  meet  certain  size  thresholds 
be  compared  for  consistency  against  the  HCSMP.  This  Consistency  Determination  process  wWl  be 
required  for  all  projects  that  have  not  yet  received  their  first  permit. 

Between  July  2011  and  June  2013,  SFDPH  and  Planning  partnered  to  develop  the  current  HCSMP,  which 
was  informed  by: 

•  A  41-member  HCSMP  Task  Force  that  served  as  an  advisory  body  charged  with  developing 
preliminary  HCSMP  recommendations  that  reflected  both  relevant  data  and  community 
feedback.  Charged  with  focusing  on  health  care  access  among  San  Francisco's  vulnerable 
populations,  the  HCSMP  Task  Force  held  10  Task  Force  meetings  between  July  2011  and  May 
2012  -  four  community  meetings  in  different  San  Francisco  neighborhoods  and  four  issue-based 
meetings. 

•  More  than  100  San  Francisco  residents  who  gave  their  time  to  infuse  the  HCSMP  with 
community  perspective.  Through  public  comment  at  HCSMP  Task  Force  meetings  and 
participation  in  HCSMP  focus  groups,  community  members  shared  their  vision  of  what  equitable 
health  care  access  might  look  like  in  San  Francisco. 

•  Quantitative  data  and  policy  analysis  reflected  in  the  Community  Health  Status  Assessment  and 
the  five  assessments  required  of  the  HCSMP  by  the  Ordinance. 

The  resulting  HCSMP  is  a  community-  and  data-driven  document  that  sets  forth  a  series  of 
recommendations  and  related  guidelines  intended  to  provide  a  dynamic  and  inspiring  roadmap  for 
bettering  health  and  health  services,  focus  on  improving  access  to  care,  particularly  for  San  Francisco's 
vulnerable  populations,  including  low-income  areas  and  geographic  areas  with  high  rates  of  health 
disparities  (e.g.,  Bayview-Hunters  Point,  Tenderloin,  Western  Addition,  Excelsior).  These 
recommendations  and  guidelines  were  largely  developed  by  the  HCSMP  Task  Force  and  not  only  guide 
land  use  decisions  and  inform  the  siting  and  scope  of  health  care  facilities  and  services,  but  also  reach 
far  beyond  bricks  and  mortar  to  acknowledge  that  health  and  wellness  result  from  the  complex 
integration  of  services,  community  partnerships,  and  neighborhood  characteristics. 
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All  recommendations  and  guidelines  In  this  HCSMP  address  important  health  policy  goals  for  San 
Francisco.  Certain  guidelines  are  designated  in  this  HCSMP  as  "Eligible  for  Development  Incentives." 
Guidelines  with  this  designation  are  those  that  can  be  addressed  by  individual  development  projects 
that  will  be  subject  to  a  Consistency  Determination  and  will  address  specific  HCSMP-identified  unmet 
health  care  needs.  Development  projects  that  choose  to  address  these  designated  guidelines  would  be 
recommended  for  development  incentives,  such  as  expedited  project  review. 

A  summary  of  HCSMP  recommendations  as  they  align  with  San  Francisco's  citywide  community  health 
priorities  appears  below. 


Exhibit  1.  HCSMP  recommendations  and  guidelines  overlaid  with  San  Francisco  health  priorities 


Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

HCSMP  Recommendation  1.1:  Address  identified  social  and  environmental  factors  that  impede  and  prevent 
access  to  optimal  care,  including  but  not  limited  to  violence  and  safety  issues,  transportation  barriers, 
environmental  hazards,  and  other  built  environment  issues. 

Guideline  1.1.1:  Advance  an  actionable  "Health  in  All  Policies"  (HiAP)  policy  for  the  City. 

Guideline  1.1.2:  Advance  health  promotion,  disease  prevention,  and  overall  community  wellness 
(e.g.,  publicly  accessible  open  space,  gyms  that  provide  and  facilitate  access  to  underserved 
populations,  exercise  areas  with  equipment  and  classes/wellness  programs  that  are  included  as 
part  of  development  proposals). 

Guideline  1.1.3:  Establish  "health  safety  zones"  (i.e.,  areas  surrounding  facilities  that  deter 
violence  and  improve  feelings  of  safety,  health  and,  wellbeing  through  streetscaping  or  other 
means). 

Guideline  1.1.4:  Continue  to  support  the  expansion  of  permanent  supportive  housing  and  other 
affordable,  safe  housing  options  that  have  robust  connections  to  health  care  facilities  and 
services  and  to  wellness  opportunities. 

Guideline  1.1.5:  Advance  the  efforts  of  the  Mavor's  Office  of  Violence  Prevention  Services, 
including  recommendations  of  San  Francisco's  current  and  future  Violence  Prevention  Plan. 

HCSMP  Recommendation  2.1:  Support  "healthy"  urban  growth. 

Guideline  2.1.1:  Support  the  expansion  of  networks  of  open  spaces,  small  urban  agriculture,  and 
physical  recreation  facilities,  including  the  network  of  safe  walking  and  biking  facilities. 

Guideline  2.1.2:  Review  the  impact  of  large-scale  residential  and  mixed-use  development 
projects  -  and/or  expected  areas  of  new  growth  -  on  the  potential  impact  on  neighborhood 
residents'  future  health  care  needs  and,  when  feasible,  such  projects  should  address  service 
connectivity.  Projects  serving  seniors,  persons  with  disabilities,  or  other  populations  with  limited 
mobility  options,  for  example,  should  employ  a  range  of  transportation  demand  management 
strategies  (e.g.,  shuttle  service,  gurney  service)  to  address  the  project's  impact  and  utility  for  the 
community. 

Guideline  2.1.3:  Encourage  residential  and  mixed-use  proiects  to  incorporate  healthy  design  - 
design  encouraging  walking  and  safe  pedestrian  environments. 
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Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

HCSMP  Recommendation  3.1:  Increase  access  to  aDorooriate  care  for  San  Francisco's  vulnerable  populations. 

Guideline  3.1.1:  Increase  the  availabilitv  and  accessibilitv  of  primary  care  in  low-inconne  areas 
(i.e.,  areas  where  the  percentage  of  low-income  residents  -  defined  as  individuals  living  below 
200%  of  the  Census  Poverty  Threshold^  -  is  greater  than  the  San  Francisco  average),  areas  with 
documented  high  rates  of  health  disparities  (e.g.,  areas  in  which  residents  face  the  highest  rates 
of  morbidity  or  premature  mortality)  and/or  areas  with  limited  existing  health  care  resources 

Guideline  3.1.2:  Increase  the  availability  and  accessibility  of  culturally  competent  primary  care 
among  vulnerable  subpopulations  including  but  not  limited  to  Medi-Cal  beneficiaries,  uninsured 
residents,  limited  English  speakers,  and  populations  with  documented  high  rates  of  health 
disparities. 

Guideline  3.1.3:  Increase  the  availabilitv  and  accessibilitv  of  prenatal  care  within  neighborhoods 
with  documented  high  rates  of  related  health  disparities. 

Guideline  3.1.4:  Increase  the  availabilitv  and  accessibilitv  of  prenatal  care  for  subpopulations 
with  documented  high  rates  of  related  health  disparities  including  but  not  limited  to 
Black/ African  American  residents. 

Guideline  3.1.5:  Increase  the  availabilitv  and  accessibility  of  dental  care  in  low-income  areas  (i.e., 
areas  where  the  percentage  of  low-income  residents  -  defined  as  individuals  living  below  200% 
of  the  Census  Poverty  Threshold^  -  is  greater  than  the  San  Francisco  average)  and  areas  with 
documented  high  rates  of  health  disparities  (e.g.,  areas  in  which  residents  face  the  highest  rates 
of  morbidity  or  premature  mortality). 

Guideline  3.1.6:  Increase  the  availability  and  accessibility  of  dental  care  among  vulnerable 
subpopulations  including  but  not  limited  to  Medi-Cal  beneficiaries,  uninsured  residents,  limited 
English  speakers,  and  populations  with  documented  high  rates  of  health  disparities. 

Guideline  3.1.7:  Complete  the  rezoning  of  the  Bayview  Health  Node,  as  envisioned  by 
community  residents  in  the  adopted  Bayview  Redevelopment  Plan. 

Guideline  3.1.8:  Increase  the  supply  of  culturally  competent  providers  serving  low-income  and 
uninsured  populations,  which  may  include  but  is  not  limited  to  supporting  projects  that  can 
demonstrate  through  metrics  that  they  have  served  and/or  plan  to  serve  a  significant  proportion 
of  existing/new  Medi-Cal  and/or  uninsured  patients,  particularly  in  underserved  neighborhoods. 

Guideline  3.1.9:  Advocate  for  the  extension  of  the  Medicaid  primary  care  phvsician 
reimbursement  rate  established  under  Health  Reform  beyond  2014  to  attract  and  retain 
physician  participation  in  the  Medi-Cal  program. 

Guideline  3.1.10:  Promote  proiects  that  demonstrate  the  ability  and  commitment  to  deliver  and 
facilitate  access  to  specialty  care  for  underserved  populations  (e.g.,  through  transportation 
assistance,  mobile  services,  and/or  other  innovative  mechanisms). 

Guideline  3.1.11:  Support  innovative  education  and  outreach  efforts  that: 

a.  Target  youth  and  other  hard-to-reach  populations,  such  as  homeless  people  and  those 
with  behavioral  health  problems  that  inhibit  them  from  seeking  medical  care  and  other 
health  services,  as  well  as  "invisible"  populations  that  are  often  overlooked  due  to  their 
legal  status. 

b.  Help  low-income,  publicly  insured,  and/or  uninsured  persons  identify  health  care 
facilities  where  they  may  access  care. 

Guideline  3.1.12:  Promote  support  services  (e.g.,  escorting  patients  to  medical  appointments, 
using  case  managers  to  help  patients  navigate  the  health  care  system)  for  patients  likely  to  have 
difficulty  accessing  or  understanding  health  care  services  (e.g.,  multiply  diagnosed  or  homeless 
persons). 

Guideline  3.1.13:  Support  clinics  and  support  services  that  offer  non-traditional  facility  hours  to 
accommodate  patients  who  work  during  traditional  business  hours. 
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Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.1.14:  Preserve  the  Healthy  San  Francisco  program. 

Guideline  3.1.15:  SuDDort  mobile  enrollment  efforts  to  expand  opportunities  for  people  to  enroll 
in  health  insurance  or  other  health  care  programs. 

HCSMP  Recommendation  3.2:  Promote  new,  innovative,  or  integrative  models  of  care  for  health  care  delivery - 
such  as  the  integration  of  behavioral  health  (mental  health  and  substance  abuse)  services  and  medical  services 
-that  improves  access  for  vulnerable  populations. 

Guideline  3.2.1:  Research  the  feasibility  of  implementinR  a  patient-centered  medical  home 
model  for  the  severely  mentally  ill  in  w/hich  a  mental  health  care  provider  leads  an  integrated 
team  of  service  providers,  including  primary  care  practitioners;  and  conversely,  for  patients  who 
are  not  severely  mentally  ill,  support  integration  of  behavioral  health  into  primary  care  medical 
homes. 

Guideline  3.2.2:  Research  the  connection  between  specialty  mental  health  services  and  Medi-Cal 
managed  care  for  Medi-Cal  beneficiaries. 

Guideline  3.2.3:  Increase  the  availability  of  behavioral  health  and  trauma-related  services  - 
including  school-based  services  -  in  neighborhoods  with  documented  high  rates  of  violence  (i.e., 
neighborhoods  exceeding  citywide  violence  rates  per  San  Francisco  Police  Department  data). 

Guideline  3.2.4:  Support  expansion  of  community-based  behavioral  health  services. 

HCSMP  Recommendation  3.3:  Ensure  that  San  Francisco  has  a  sufficient  capacity  of  long-term  care  options  for 
its  growing  senior  population  and  for  persons  with  disabilities  to  support  their  ability  to  live  independently  in 
the  community. 

Guideline  3.3.1:  Support  affordable  and  supportive  housing  options  for  seniors  and  persons  with 
disabilities,  enabling  them  to  live  independently  in  the  community. 

Guideline  3.3.2:  Work  in  collaboration  with  the  Department  of  Aging  and  Adult  Services  -  and  in 
alignment  with  the  Long-Term  Care  Integration  Plan  -  to  promote  a  continuum  of  community- 
based  long-term  supports  and  services,  such  as  home  care  to  assist  with  activities  of  daily  living, 
home-delivered  meals,  and  day  centers.  Such  services  should  address  issues  of  isolation  as  well 
as  seniors'  basic  daily  needs. 

Guideline  3.3.3:  Advocate  for  California  to  expand  communitv-based  Medi-Cal  long-term  care 
services,  including  through  the  Home-  and  Community-Based  Services  1915(i)  state  plan  option. 

HCSMP  Recommendation  3.4:  Ensure  that  health  care  and  support  service  providers  have  the  cultural, 
linguistic,  and  physical  capacity  to  meet  the  needs  of  San  Francisco's  diverse  population. 

Guideline  3.4.1:  Ensure  that  electronic  health  records  capture  key  patient  demographic  data, 
consistent  with  patient  privacy  preferences,  that  facilitate  the  provision  of  culturally  and 
linguistically  competent  care. 

Guideline  3.4.2:  Support  workforce  development  and  diversity  efforts  to  develop  a  health  care 
and  home-based  services  workforce  that  reflects  community  characteristics  (e.g.,  race/ethnicity, 
cultural  and  linguistic  background,  etc.),  which  is  expected  to  increase  provider  supply  and 
patient  satisfaction  in  underserved  areas. 

Guideline  3.4.3:  Encourage  the  assessment  of  patients'  health  literacy  and  cultural/linguistic 
needs,  so  providers  can  better  tailor  care  to  each  patient's  needs. 

HCSMP  Recommendation  3.5:  Ensure  that  San  Francisco  residents  -  particularly  those  without  regular  car 
access  -  have  available  a  range  of  appropriate  transportation  options  (e.g.,  public  transportation,  shuttle 
services,  bike  lanes,  etc.)  that  enable  them  to  reach  their  health  care  destinations  safely,  affordably,  and  in  a 
timely  manner. 

Guideline  3.5.1:  Support  the  recommendations  of  the  Municipal  Transportation  Agency's  (MTA) 
Transit  Effectiveness  Project,  which  is  expected  to  positively  impact  passenger  travel  times  on 
high  ridership  routes,  including  those  that  service  San  Francisco's  major  health  care  facilities. 

Guideline  3.5.2:  Ensure  that  the  MTA  continues  to  consider  the  needs  of  seniors  and  persons 
with  disabilities  in  its  transportation  planning  efforts. 
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Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.5.3:  As  part  of  transit  demand  management  efforts  for  patients,  develop  safe  health 
care  transit  options  beyond  the  public  transportation  system  (e.g.,  bike  storage,  health  care 
facilitv  shuttle  service  etc  )  tn  inrrease  health  rare  arress  for  those  w/ithout  resular  car  access. 

Guideline  3.5.4:  Provide  transportation  options  (e.g.,  taxi  vouchers,  shuttles,  other  innovative 
transportation  options,  etc.)  from  low-income  areas  and  areas  with  documented  high  rates  of 
health  disoarities  —  oartirularlv  those  w/ith  transnortation  access  barriers  —  to  health  care 
facilities. 

Guideline  3.5.5:  Support  mobility  training  programs  for  older  adults  to  help  them  retain 
independence,  access  to  health  care,  and  other  opportunities,  especially  important  as  San 
Francisco's  aging  population  grows. 

Guideline  3.5.6:  Ensure  that  special  consideration  is  given  to  how  the  consolidation  or  retention 
of  transit  stops  could  impact  access  to  health  care  services  from  sensitive  uses  such  as  housing 
for  seniors  and  persons  with  disabilities  who  may  regularly  need  health  care  services. 

Guideline  3.5.7:  Promote  ongoing  collaboration  with  MTA  and  San  Francisco  Countv 
Transportation  Authority  staff  to  consider  pedestrian  safety  near  health  care  facilities  as  well  as 
how  safety  may  be  impacted  by  ongoing  transportation  planning  and  projects. 

Guideline  3.5.8:  Increase  awareness  of  transportation  options  to  health  care  facilities  during 
facility  hours.  This  may  include  but  not  be  limited  to  providing  relevant  transit  information  in 
providers'  offices. 

HCSMP  Recommendation  3.6:  Ensure  collaboration  between  San  Francisco's  existing  health  and  social  services 
networks  and  the  community  to  maximize  service  effectiveness  and  cost-effectiveness. 

Guideline  3.6.1:  Support  collaborations  between  medical  service  providers  and  existing 
community-based  organizations  with  expertise  in  serving  San  Francisco's  diverse  populations. 

Guideline  3.6.2:  Support  inter-health  system  collaboration  (e.g.,  via  provider  consultation 
hotlines,  systems  support  for  electronic  health  records  adoption  and  implementation)  that  offers 
potential  for  improving  care  access,  the  patient  experience,  and  health  outcomes,  and  leverage 
the  expertise  of  San  Francisco's  diverse  providers. 

Guideline  3.6.3:  Support  partnerships  between  medical  service  providers  and  entities  not 
specifically  focused  on  health  or  social  services  (e.g.,  schools,  private  business,  faith  community, 
etc.)  to  leverage  expertise  and  resources  and  expand  access  to  health  services  and  promote 
wellness. 

Guideline  3.6.4:  Support  collaboration  between  San  Francisco  providers  and  the  United  Wav  to 
ensure  that  the  2-1-1  system  reflects  information  on  all  available  health  services. 

Guideline  3.6.5:  Showcase  collaboration  outcomes  to  illustrate  the  potential  impact  of 
community  partnerships. 

HCSMP  Recommendation  3.7:  Facilitate  sustainable  health  information  technology  systems  that  are 
interoperable,  consumer-friendly,  and  that  increase  access  to  high-quality  health  care  and  wellness  services. 

Guideline  3.7.1:  Promote  health  care  provider  participation  in  HealthShare  Bay  Area,  a  health 
information  exchange  that  will  provide  a  secure,  controlled,  and  interoperable  method  for 
exchanging  and  aggregating  patient  health  information. 

Guideline  3.7.2:  Support  technology-based  solutions  that  expand  access  to  health  services,  such 
as  telehealth  (e.g.,  video  medical  interpretation,  remote  health  monitoring,  etc.)  and  coverage  of 
such  by  health  insurance.  Such  technology  must  be  provided  in  a  culturally  and  linguistically 
competent  way,  tailored  to  the  needs  of  the  target  population,  and  accessible  to  San  Francisco's 
vulnerable  populations. 

Guideline  3.7.3:  Integrate  support  service  information  (e.g.,  receipt  and  source  of  case 
management  services)  in  electronic  health  records  to  paint  a  more  complete  picture  of  each 
patient's  health. 
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Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

HCSMP  Recommendation  3.8:  Improve  local  health  data  collection  and  dissemination  efforts. 

Guideline  3.8.1:  Imorove  collection,  coordination  of  collection,  availabilitv,  and  understandabilitv 
of  data  on  San  Francisco's  existing  health  care  resources  (e.g.,  the  physical  location  of  health  care 
providers  by  type  and  population  served). 

Guideline  3.8.2:  Gather  and  disseminate  more  data  about  the  connection  between  safety  and 
public  health. 

Guideline  3.8.3:  Disseminate  relevant  health  status  data  to  health  care  providers  so  they  can 
better  affect  key  indicators  of  population  health  through  their  institutional  and  clinical  decisions. 

HCSMP  Recommendation  3.9:  Promote  the  development  of  cost-effective  health  care  delivery  models  that 
address  patient  needs. 

Guideline  3.9.1:  Use  nurse  practitioners  and  physician  assistants  to  the  full  extent  of  their 
training. 

Guideline  3.9.2:  Increase  flexibility  between  primary  care  and  specialty  care  (e.g.,  specialty 
mental  health)  provider  roles.  Such  flexibility  might  include  but  not  be  limited  to: 

a.  Allowing  specialists  with  a  history  of  treating  patients  with  certain  conditions  to  serve  as 
those  patients'  primary  care  provider; 

b.  Better  equipping  primary  care  providers  to  manage  chronic  conditions  to  maximize  the 
appropriate  use  of  specialists;  and/or 

c.  Creating  a  health  care  delivery  framework  that  allows  for  a  shared  scope  of 
responsibilities  between  primary  care  providers  and  specialists  that  best  supports  the 
patient  care  experience. 

Guideline  3.9.3:  Advance  the  patient-centered  medical  home  model  for  all  San  Franciscans. 
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Key  Findings 

Community  Health  Status  Assessment 


Overview 

Developed  to  inform  both  the  HCSMP  and  San  Francisco's  complementary  community  health 
improvement  effort,  the  Community  Health  Status  Assessment  (CHSA)  identifies  priority  community 
health  and  quality  of  life  issues.  By  reviewing  data  along  more  than  150  health  indicators,  San 
Francisco's  CHSA  attempts  to  answer  questions  such  as: 

•  How  healthy  are  San  Francisco  residents? 

•  What  does  San  Francisco's  health  status  look  like? 

The  CHSA  provides  data  for  more  than  150  indicators  over  the  following  10  broad-based  categories: 


Demographic  characteristics 
Socioeconomic  characteristics 
Health  resource  availability 
Quality  of  life 
Behavioral  risk  factors 


•  Environmental  health  indicators 

•  Social  and  mental  health 

•  Maternal  and  child  health 

•  Death,  illness,  and  injury 

•  Communicable  disease 


Key  Findings 

San  Francisco  is  a  culturally  diverse  and  changing  city  and  county. 

•  Over  the  next  two  decades,  it  is  estimated  that  55  percent  of  San  Franciscans  will  be  over  the 
age  of  45,  and  that  the  population  over  age  75  will  increase  from  seven  percent  to  11  percent  by 
2030.  This  has  implications  for  the  need  of  more  long-term  care  options  in  the  future. 

•  San  Francisco  has  experienced  a  decrease  in  the  number  of  families  with  young  children. 

•  More  families  are  moving  out  of  the  city  than  moving  in. 

•  More  than  12  languages  are  spoken  in  San  Francisco,  a  sign  of  its  cultural  diversity. 

•  Income  inequality  is  growing.  San  Francisco  has  the  highest  degree  of  income  inequality  among 
Bay  Area  counties,  and  certain  subpopulations  are  more  likely  than  others  to  experience 
poverty. 

Data  show  that  there  are  many  health  care  resources  available  to  San  Franciscans;  however,  certain 
neighborhoods  and  subpopulations  experience  significant  health  disparities  and  inequities. 

•  Black/ African  American  babies  in  San  Francisco  have  notably  higher  perinatal  and  infant 
mortality  rates  compared  to  other  racial/ethnic  groups. 

•  Although  there  appears  to  be  a  recent  dramatic  decline  in  the  number  of  homicides  in  San 
Francisco,  Blacks/ African  Americans  are  more  likely  than  those  in  other  racial/ethnic  groups  to 
die  of  homicide. 
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•  Black/ African  American  men  and  women  in  San  Francisco  experience  disproportionately  higher 
mortality  and  premature  mortality  rates  compared  to  other  racial/ethnic  groups. 

•  Among  San  Franciscans,  Latinos  are  at  greatest  risk  for  obesity. 

•  San  Francisco  has  experienced  an  increase  in  active  tuberculosis  (TB)  cases  and  ranks  third 
statewide.  Foreign-born  Asians  bear  the  largest  TB  burden;  TB  rates  among  Latinos  have 
increased  significantly. 

•  Homicide  is  the  leading  cause  of  death  among  Latino  males  in  San  Francisco. 

•  Across  the  10  leading  causes  of  death  in  San  Francisco,  Latino  men  and  women  experience  the 
lowest  death  rates  overall  compared  to  other  racial/ethnic  groups. 

•  The  South  of  Market,  Excelsior,  Bayview-Hunters  Point,  and  Visitacion  Valley  neighborhoods 
exceed  city/county  rates  across  three  prenatal  care  and  birth  outcome  risk  factors. 

•  Significant  disparities  exist  between  neighborhoods  for  risk  of  pedestrian  injury  and  death. 

•  The  Tenderloin,  South  of  Market,  and  Bayview-Hunters  Point  neighborhoods  far  exceed  the 
city /county wide  rate  and  goal  for  preventable  emergency  room  visits. 

•  San  Francisco  has  an  annual  violent  crime  rate  that  is  higher  than  the  state  average  and  national 
benchmark.  Disparities  in  crime  appear  to  exist  by  race/ethnicity  and  neighborhood. 

Mirroring  the  nation,  cardiovascular  diseases  are  among  the  leading  causes  of  death  in  San  Francisco 
overall. 

•  Cardiovascular  diseases  such  as  ischemic  heart  disease  and  stroke  are  among  the  leading  causes 
of  death  for  both  men  and  women  in  San  Francisco. 

San  Francisco  offers  a  rich  array  of  health  care  resources  to  residents. 

•  Most  San  Franciscans  (94  percent)  are  either  insured  or  participate  in  Healthy  San  Francisco.^ 

•  Most  children  (95  percent)  have  health  insurance. 

•  Nearly  all  adults  age  65+  have  health  insurance. 

•  San  Francisco  has  a  very  high  number  of  primary  care  physicians  relative  to  the  size  of  its 
population.  San  Francisco  outperforms  all  other  California  counties  for  this  measure  and 
exceeds  the  national  benchmark. 

•  San  Francisco  has  at  least  55  primary  care  health  centers. 

•  San  Francisco  ranks  second  only  to  Marin  for  the  number  of  mental  health  providers  compared 
to  the  size  of  its  population. 

•  The  rate  of  dentists  in  San  Francisco  is  more  than  2.5  times  that  of  California  and  the  nation. 

•  The  rate  of  general  acute  care  licensed  hospital  beds  in  San  Francisco  is  almost  double  that  of 
California,  signaling  a  high  rate  of  hospital  bed  availability  to  San  Francisco  residents. 

Health  System  Trends  Assessment 

Overview 

San  Francisco  Ordinance  No.  300-10  requires  that  the  HCSMP  contain  a  Health  System  Trends 
Assessment.  This  assessment  is  intended  to  analyze  trends  in  health  care  services  with  respect  to  the 
City,  including  disease  and  population  health  status,  governmental  policy,  disaster  planning,  clinical  and 
communications  technology,  reimbursement  and  funding,  organization  and  delivery  of  services, 
workforce,  and  community  obligations  of  providers. 
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Key  Findings 

Health  Reform  will  place  greater  demand  on  San  Francisco's  health  care  resources. 

•  Up  to  117,000  non-elderly  San  Franciscans  (ages  0-64)  are  currently  uninsured.  This  figure 
provides  a  useful  upper  bound  of  need  when  considering  San  Francisco's  capacity  to  meet 
increased  health  care  demand  following  the  implementation  of  Health  Reform. 

o    Many  of  San  Francisco's  uninsured  already  access  care  through  a  "medical  home" 

thanks  to  Healthy  San  Francisco, 
o    Nearly  half  of  San  Francisco's  non-elderly  uninsured  are  being  served  through  existing 

capacity. 

•  San  Francisco  exceeds  benchmarks  of  primary  care  supply  despite  national  and  state  shortage 
projections. 

•  Despite  the  high  number  of  primary  care  physicians,  San  Francisco  may  lack  sufficient  primary 
care  providers  to  serve  the  expanded  Medi-Cal  population  in  a  timely  manner.  (Medi-Ca!  is 
California's  Medicaid  program.) 

o    San  Francisco  expects  to  have  an  estimated  30,000  new  Medi-Cal  beneficiaries  following 

Health  Reform  implementation, 
o    California  physicians  are  less  likely  to  serve  Medi-Cal  patients  compared  to  those  with 

Medicare  and/or  private  insurance.  California  has  the  47^*^  lowest  Medicaid 

reimbursement  rate  in  the  nation,  which  contributes  to  low  provider  participation, 
o    Health  Reform  will  increase  the  Medicaid  primary  care  reimbursement  rate  to  equal 

that  of  Medicare  -  but  only  through  2014. 
o    Because  of  standards  imposed  by  California's  current  1115  Medicaid  waiver  and  the 

California  Department  of  Managed  Health  Care,  San  Francisco  risks  financial  loss  if 

timely  access  standards  are  not  met.  This  is  a  particular  concern  given  San  Francisco's 

expanding  Medi-Cal  population. 

•  Despite  the  high  number  of  primary  care  physicians,  San  Francisco  may  lack  sufficient  primary 
care  providers  to  serve  the  uninsured. 

o    San  Francisco  should  preserve  the  Healthy  San  Francisco  program  and  maintain  the 
program's  provider  network. 

•  Specialty  care  access  is  likely  to  remain  an  issue  for  the  uninsured  and  those  on  Medi-Cal. 

•  The  state  could  mitigate  provider  supply  concerns  by: 

o    Increasing  provider  participation  in  Medi-Cal  and  the  California  Health  Benefit  Exchange; 
o    Increasing  flexibility  between  primary  care  and  specialty  care  provider  roles;  and 
o    Using  nurse  practitioners  and  physician  assistants  to  the  fullest  extent  of  their  education 
and  training. 
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Health  care  finance  trends  -  including  provider  reimbursement  mechanisms  -  impact  the  provision. 


cost,  and  outcomes  of  patient  care. 


•  The  implementation  of  Medicaid  reforms  will  fall  heavily  on  Medi-Cal  Managed  Care,  v^/hich 
exists  in  San  Francisco. 

•  Hospital  systems  will  be  heavily  impacted  by  reimbursement  changes  under  Health  Reform. 

o    Medicare  will  launch  hospital  reimbursement  reforms  as  performance  incentives, 
o    Medicaid  will  adjust  (i.e.,  eliminate)  hospital  payments  for  specified  hospital-acquired 
conditions. 

o    To  compensate  for  the  expected  increase  in  the  number  of  insured  patients.  Health 
Reform  will  decrease  "disproportionate  share  hospital"  (DSH)  Medicare  and  Medicaid 
payments  to  certain  hospitals.'' 

•  Under  Health  Reform,  Federally  Qualified  Health  Centers  (FQHC)  receive  incentives  to  serve  the 
expanded  insured  population  -  increasing  patient  access  to  care  -  though  FQHC  federal  base 
funding  is  threatened. 

•  Health  Reform's  federal  Medicaid  primary  care  reimbursement  incentive  is  unlikely  to  drive 
significant  expansion  of  primary  care  providers  serving  Medicaid  recipients  -  particularly  in 
California. 

•  Health  Reform  advances  the  prioritization  of  home-  and  community-based  long-term  care 
services  into  which  Medi-Cal  could  opt  (e.g.,  1915(i)  Waiver).  Long-term  care  is  a  particular 
concern  given  San  Francisco's  expanding  senior  population. 

•  Funding  and  system  fragmentation  (e.g.,  Medi-Cal  Managed  Care  carve-outs)  can  lead  to 
fragmentation  in  care  and  the  patient  experience.  Access  to  support  services  -  particularly  for 
patients  most  likely  to  struggle  with  accessing  and  following  through  with  care  (e.g.,  multiply 
diagnosed  persons)  -  can  help  patients  navigate  the  fragmented  system  more  successfully. 

Innovations  in  health  information  technology  and  health  care  delivery  are  shaping  San  Francisco's  health 
care  future  and  offer  the  potential  to  improve  access  to  care  for  all  San  Franciscans,  including  the 
city/county's  more  vulnerable  residents. 

•  HealthShare  Bay  Area,  a  regional  health  information  exchange,  will  afford  San  Francisco  and  East 
Bay  health  care  providers  with  a  secure,  controlled,  and  interoperable  method  for  exchanging 
and  aggregating  patient  health  information  across  all  participating  providers  of  care. 

•  The  federal  Electronic  Health  Record  (EHR)  Incentive  Payment  Program  assignment 
methodology  for  Federally  Qualified  Health  Centers  (FQHC)  should  be  modified  to  enable  an 
FQHC  entity  to  receive  incentive  funds  for  providers  who  predominantly  practice  there. 

•  Using  nurse  practitioners  and  physician  assistants  to  the  fullest  extent  of  their  education  and 
training  represents  an  innovation  in  primary  care  that  could  be  useful  in  San  Francisco. 

•  San  Francisco  should  advance  an  actionable  "Health  in  All  Policies"  (HiAP)  policy  for  the  City. 
HiAP  is  an  approach  that  looks  at  all  policy-making  through  a  health  lens  with  the  objective  of 
promoting  and  protecting  the  health  of  the  population  by  addressing  the  social  and  physical 
environment  influences  on  health. 

•  Community  collaboration  should  be  promoted  across  the  local  public  health  system  (e.g.,  with 
community-based  organizations,  academic  institutions,  etc.)  to  improve  health  outreach, 
education,  and  service  delivery. 
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•  Collaboration  between  existing  community  resources  databases  should  be  fostered  to  create  a 
single  streamlined,  comprehensive  community  resource  repository  for  San  Francisco.  Explore 
complementing  the  resulting  streamlined  system  with  "connectors"  to  facilitate  and  follow-up 
on  community  resource  referrals. 

San  Francisco  is  becoming  increasingly  prepared  for  emergencies  through  planned,  coordinated 
response. 

•  In  2011,  SFDPH  formed  the  Public  Health  Emergency  Preparedness  and  Response  (PHEPR) 
Section  to  serve  the  public,  SFDPH,  and  community  partners  by  coordinating  health  emergency 
preparedness,  response,  and  recovery  efforts.  PHEPR's  work  will  complement  that  of  the 
existing  San  Francisco  Department  of  Emergency  Management  (DEM),  which  manages  disaster 
preparation,  mitigation,  and  response;  9-1-1  dispatch;  and  homeland  security  grant  distribution 
for  the  City  and  County  of  San  Francisco. 

Capacity  +  Gap  Assessment 

Overview 

San  Francisco  Ordinance  No.  300-10  requires  that  the  HCSMP  contain  both  a  Capacity  Assessment  and 
Gap  Assessment: 

•  Capacity  Assessment:  Intended  to  quantify  the  current  and  projected  capacities  of  existing 
medical  institutions  in  San  Francisco,  including  emergency  services,  hospital  services,  primary 
and  specialty  care,  behavioral  health,  and  long-term  care; 

•  Gap  Assessment:  Intended  to  identify  medical  service  gaps  across  the  City  and  medically 
underserved  areas  for  particular  services. 

Viewing  these  required  components  as  complementary,  SFDPH  and  Planning  combined  the  Capacity  and 
Gap  assessments  in  the  HCSMP. 

Key  Findings 

Overall,  San  Franciscans  have  better  geographic  access  to  health  care  services  than  other  populations. 

•  San  Francisco  hospital  locations  largely  coincide  with  the  city/county's  most  densely  populated 
areas,  and  San  Francisco  has  more  hospital  beds  per  population  than  the  state. 

San  Francisco's  emergencv  medical  system  capacity  may  be  sufficient  to  meet  resident  needs;  however, 
a  more  standardized  definition  of  surge  bed  capacity  would  help  San  Francisco  better  assess  its 
preparedness. 

•  Data  do  not  definitively  indicate  a  need  to  increase  San  Francisco's  physical  emergency  medical 
services  (EMS)  capacity,  especially  given  the  increase  in  EMS  beds  projected  for  2015.  While 
utilization  of  San  Francisco's  existing  EMS  capacity  has  increased  in  recent  years,  indicators  of 
overcrowding  more  commonly  point  to  a  need  for  improved  patient  flow  within  hospital 
systems. 
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•  As  currently  measured,  San  Francisco  exceeds  need  projections  for  surge  bed  capacity  in  the 
event  of  an  emergency;  however,  greater  standardization  of  surge  bed  definitions  and 
measurements  is  needed  to  more  accurately  assess  San  Francisco's  physical  medical  surge 
capacity. 

San  Francisco  offers  many  health  care  resources  to  residents;  however,  availability  does  not  equal 
accessibility,  and  Medi-Cal  beneficiaries  and  the  uninsured  often  struggle  to  access  care. 

•  San  Francisco  boasts  a  primary  care  physician  supply  of  one  to  every  401  residents  - 
outperforming  the  national  benchmark,  California,  and  all  other  California  counties;  however, 
availability  does  not  equate  with  accessibility,  particularly  for  Medi-Cal  beneficiaries  and  the 
uninsured. 

•  Most  San  Franciscans  (87  percent)  have  a  regular  source  of  care  (general)  and  primary  care  (84 
percent);  however,  despite  a  high  number  of  dentists,  publicly  insured  and  uninsured  residents 
struggle  with  costly  access  to  oral  health  services. 

San  Francisco  likely  lacks  sufficient  long-term  care  capacity  to  accommodate  its  growing  aging 
population. 

•  San  Francisco's  long-term  care  (LTC)  bed  occupancy  rate  is  higher  than  that  of  the  state,  though 
San  Francisco  has  fewer  LTC  beds  per  population.  In  addition,  San  Francisco  lacks  sufficient 
community-based  options  for  senior  residents  and  persons  with  disabilities. 

San  Francisco's  behavioral  health  services  system  is  likely  to  be  strained  under  Health  Reform.  Service 
gaps  also  exist  for  children  and  youth  in  need  of  substance  use  treatment. 

•  While  behavioral  health  clinics  are  well  distributed  throughout  San  Francisco  geographically, 
expansion  of  behavioral  health  services  -  and,  potentially,  of  the  facilities  that  house  them  - 
may  be  needed  to  address  increased  patient  utilization  and  increased  demand  expected  under 
Health  Reform. 

•  While  San  Francisco  has  a  high  ratio  of  mental  health  providers  to  residents  overall,  the 
city/county  safety  net  lacks  sufficient  psychiatrists  to  meet  patient  demand. 

•  Additional  substance  use  programs  for  children  and  youth  are  needed. 

Despite  geographic  proximity  to  health  care  services,  some  San  Francisco  residents  struggle  to  access 
care  because  of  transportation  issues,  limited  health  literacy,  and  patient/provider  gaps  in  culture  and 
language. 

•  Despite  geographic  proximity,  San  Franciscans  with  limited  transportation  options  often  struggle 
to  access  care.  This  is  most  common  among  low-income  residents  reliant  on  public 
transportation  for  whom  traveling  to  care  may  take  more  than  30  minutes. 

•  The  degree  to  which  San  Francisco  providers  assess  for  and  respond  to  patients'  health  literacy 
needs  is  unknown;  however,  community  research  and  public  comment  at  HCSMP  Task  Force 
meetings  suggest  that  response  to  health  literacy  issues  is  a  possible  gap  in  San  Francisco, 
particularly  for  vulnerable  populations. 

•  Access  to  culturally  and  linguistically  competent  care  is  vital  for  San  Francisco's  diverse 
population.  While  all  hospitals  provide  access  to  interpretation  services,  outreach  and  education 
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efforts  to  make  patients  aware  of  these  services  could  be  improved.  Increasing  the  training  and 
diversity  of  San  Francisco's  health  care  workforce  is  also  a  pivotal  need. 


Land  Use  Assessment 


Overview 

San  Francisco  Ordinance  No.  300-10  requires  that  the  HCSMP  contain  a  Land  Use  Assessment,  which  is 
intended  to  assess  the  supply,  need,  and  demand  for  Medical  Uses  in  different  neighborhoods  of  the 
City;  and  the  potential  effects  or  land  use  burdens  that  medical  uses  may  have  on  other  neighborhood- 
serving  uses. 

Key  Findings 

San  Francisco  is  on  track  to  meet  residents'  evolving  health  care  needs:  The  need  for  development  of 
additional  medical  facilities  and  hospital  beds  in  the  city  is  low  given  projected  demand  for  new  medical 
space  as  well  as  existing  plans  to  expand  services  in  areas  of  high  need. 

•  San  Francisco  has  a  wide  range  of  services  available,  sufficient  land  and  appropriate  land  use 
controls,  and  plans  for  additional  infrastructure. 

•  The  city's  medical  uses  are  relatively  well  distributed  throughout  the  city's  neighborhoods,  with 
slightly  fewer  clinics  per  resident  in  the  lower  income  areas  of  the  city's  southeast  portion, 
specifically  the  Bayview  and  neighborhoods  of  the  Ocean  View,  Lakeshore,  Outer  Mission,  and 
Excelsior  neighborhoods. 

•  San  Francisco  should  do  the  following  to  ensure  an  equitable  distribution  of  medical  uses 
throughout  the  city: 

o    Establish  more  clinics  that  provide  key  services  (e.g.,  primary  care)  in  areas  of  need, 
specifically  the  city's  low-income  neighborhoods  in  the  southeast  section  of  San 
Francisco. 

o    Ensure  that  existing  and  new  medical  facilities  target  the  growing  number  of  younger 
and  older  residents  in  the  coming  years,  particularly  children  0-9-years-old  and  seniors 
age  65  and  older. 

o    Improve  access  to  healthcare  and  medical  services  for  Medi-Cal  beneficiaries  and  the 
uninsured. 

o    Develop  language-specific  and  culturally  sensitive  medical  services, 
o    Encourage  transportation  connections  between  underserved  areas  and  citywide  medical 
facilities. 


Displacement  and  land  use  effects  of  future  medical  uses  are  likely  minimal  but  dependent  on  a  variety 
of  development  project-specific  factors. 

•    Zoning  provides  sufficient  opportunities  for  development  of  medical  uses  throughout  the  city, 
and  each  zoning  district's  specific  criteria  with  regard  to  medical  uses  (which  may  be  permitted 
as-of-right,  with  a  conditional  use,  or  not  permitted)  are  generally  appropriate  to  promote 
medical  uses  or  protect  other  competing  uses  depending  on  the  district's  primary  purpose. 
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Historical  Role  Assessment 


Overview 

San  Francisco  Ordinance  No.  300-10  requires  that  the  HCSMP  contain  a  Historical  Role  Assessment, 
which  is  intended  to  take  into  consideration  the  historical  role  played,  if  any,  by  medical  uses  in  the  City 
to  provide  medical  services  to  historically  underserved  groups. 

Key  Findings 

San  Francisco  has  developed  many  health  care  programs  and  facilities  to  respond  to  the  needs  of  San 
Francisco's  diverse  population. 

•  San  Francisco  has  both  a  diverse  population  (e.g.,  in  terms  of  immigration  status,  primary 
language,  sexual  orientation,  etc.)  and  a  robust  network  of  providers  with  a  long  history  of 
serving  specific  segments  of  the  population  in  a  culturally  and  linguistically  competent  manner. 

•  An  array  of  programs  and  facilities  has  been  developed  to  respond  to  unmet,  underserved  needs 
in  culturally  and  linguistically  competent  ways. 
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San  Francisco  Ordinance  No.  300-10 
Overview 


Sponsored  by  Supervisor  David  Campos  and  effective  January  2,  2011,  San  Francisco  Ordinance  No.  300- 
10  (Ordinance;  Appendix  A)  required  the  creation  of  a  Healtli  Care  Services  IVlaster  Plan  (HCSMP)  to 
guide  land  use  decisions  for  health  care-related  projects  in  San  Francisco.  Specifically,  the  Ordinance 
required  the  San  Francisco  Department  of  Public  Health  (SFDPH)  and  the  San  Francisco  Planning 
Department  (Planning)  to  prepare  a  HCSMP  for  adoption  by  the  Board  of  Supervisors  that: 

•  Identifies  the  current  and  projected  need  for,  and  locations  of,  health  care  services  in  San 
Francisco,  and 

•  Contains  recommendations  on  how  to  achieve  and  maintain  an  appropriate  distribution  of,  and 
access  to,  such  services. 

This  document  represents  the  culmination  of  the  Ordinance-mandated  process. 

Upon  the  Board  of  Supervisors'  adoption  of  the  HCSMP,  the  Planning  Department  must  determine 
whether  certain  "medical  use"  projects  meeting  certain  size  thresholds  are  consistent  with  the  HCSMP. 
Consistent  applications  may  move  forward  while  inconsistent  applications  will  have  opportunities  to 
achieve  consistency.  If  an  application  remains  inconsistent  with  the  HCSMP,  the  Planning  Department 
must  withhold  the  approval  of  any  entitlement  or  permit  for  that  application  unless  countervailing 
public  policy  considerations  justify  otherwise. 


HCSMP  Development 


Required  Elements 

The  Ordinance  requires  that  the  HCSMP  contain  the  following  components: 

•  Health  System  Trends  Assessment:  Intended  to  analyze  trends  in  health  care  services  with 
respect  to  the  City,  including  disease  and  population  health  status,  governmental  policy,  disaster 
planning,  clinical  and  communications  technology,  reimbursement  and  funding,  organization 
and  delivery  of  services,  workforce,  and  community  obligations  of  providers; 

•  Capacity  Assessment:  Intended  to  quantify  the  current  and  projected  capacities  of  existing 
medical  institutions  in  San  Francisco,  including  emergency  services,  hospital  services,  primary 
and  specialty  care,  behavioral  health,  and  long-term  care; 

•  Land  Use  Assessment:  Intended  to  assess  the  supply,  need  and  demand  for  medical  uses  in  the 
different  neighborhoods  of  the  City; 

•  Gap  Assessment:  Intended  to  identify  medical  service  gaps  across  the  City  and  medically 
underserved  areas  for  particular  services; 

•  Historical  Role  Assessment:  Intended  to  take  into  consideration  the  historical  role  played,  if  any, 
by  medical  uses  in  the  City  to  provide  medical  services  to  historically  underserved  groups;  and 

•  Recommendations:  Intended  to  promote  an  equitable  and  efficient  distribution  of  healthcare 
services  in  the  City. 
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Public  Process 

The  Ordinance  mandates  that  SFDPH  hold  at  least  two  publicly-noticed  informational  hearings  during 
the  course  of  HCSMP's  development;  SFDPH  expanded  on  this  requirement  by  hosting  a  total  of  10 
public  meetings  of  the  HCSMP  Task  Force,  described  below.  The  Ordinance  also  specifies  that,  upon 
completion  of  the  draft,  there  must  be  a  public  written  comment  period  of  no  less  than  30  days.  Within 
30  days  of  the  close  of  the  comment  period,  the  Health  Commission  and  the  Planning  Commission  must 
hold  a  joint  public  hearing  on  the  draft  HCSMP;  the  Commissions  may  hold  additional  hearings  as 
necessary  to  consider  material  changes  to  the  draft  HCSiVIP.  The  Health  Commission  and  the  Planning 
Commission  may  recommend  approval  or  disapproval  of  the  HCSMP.  Following  these  recommendations, 
the  Board  of  Supervisors  will  consider  adoption  of  the  HCSMP. 


Consistency  of  Land  Use  Projects  with  the  HCSMP 


Consistency  Determination  Application 

Upon  the  Board  of  Supervisors'  adoption  of  the  HCSMP,  the  Planning  Department  must  determine, 
through  a  referral  and  consultation  process  with  SFDPH,  whether  certain  medical  use  projects  are  in 
compliance  with  the  HCSMP  by  making  a  "Consistency  Determination."  This  Consistency  Determination 
process  will  be  required  for  all  projects  that  have  not  yet  received  their  first  permit. 

The  Ordinance  references  the  medical  use  sections  of  the  Planning  Code  (see  Appendices  A,  B  and 
Exhibit  86)  and  defines  "medical  use"  as  follows: 

•  A  retail  use  that  provides  medical  and  allied  health  services  to  the  individual  by  physicians  (e.g., 
surgeons,  psychiatrists,  podiatrists,  etc.),  dentists,  psychologists,  acupuncturists,  chiropractors, 
or  any  other  health  care  professional  when  licensed  by  a  State-sanctioned  Board  overseeing 
the  provision  of  medically  oriented  services. 

•  A  clinic,  primarily  providing  outpatient  care  in  medical,  psychiatric  or  other  health  services,  and 
not  part  of  a  hospital  or  medical  center. 

•  A  hospital  or  medical  center,  which  provides  inpatient  or  outpatient  medical  care,  medical 
offices,  clinics,  and  laboratories. 

•  Medical  use  excludes  providers  of  massage  and  housing  operated  by  a  medical  provider  (e.g., 
employee  or  student  dormitories  adjacent  to  medical  facilities  when  the  dormitories  are 
operated  by  and  affiliated  with  a  medical  institution). 

Following  are  the  size  thresholds  for  medical  use  projects  that  are  subject  to  a  HCSMP  Consistency 
Determination: 

•  Any  of  change  of  use  from  a  non-medical  use  (e.g.,  retail)  to  a  medical  use  that  would  occupy 
10,000  gross  square  feet  or  more. 

•  Any  expansion  of  an  existing  medical  use  by  5,000  gross  square  feet  or  more. 

Any  medical  use  project  falling  short  of  these  size  thresholds  would  not  be  subject  to  a  Consistency 
Determination  and  would  not  be  analyzed  for  general  conformity  with  the  HCSMP. 
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Possible  Consistency  Determination  Outcomes 


To  assist  with  the  Consistency  Determination  process,  the  HCSIVIP  Task  Force  (Recommendation  10  in 
the  Final  Report  of  the  HCSMP  Task  Force)  encouraged  SFDPH  and  Planning  to  explore  an  Incentive- 
based  system  that  would  encourage  the  development  of  needed  health  care  infrastructure  and  would 
facilitate  projects  that  address  HCSMP  recommendations  and  guidelines  without  creating  unintended 
negative  consequences  (e.g.,  housing  displacement).  This  HCSMP  employs  the  Task  Force's 
recommended  incentive  framework.  Please  see  the  following  table  for  the  possible  outcomes  of  the 
Consistency  Determination  process: 


Exhibit  2.  Possible  HCSMP  Consistency  Determination  outcomes 


Consistent  and 
Recommended  for 
Development  Incentives 


Qualified  medical  use  projects  that,  on  balance,  meet  the  guidelines 
identified  as  "Eligible  for  Development  Incentives"  by  providing  services  or 
serving  a  target  population  in  a  manner  that  specifically  addresses  those 
guidelines.  Projects  that  meet  this  designation  may  be  favorably  considered 
for  expedited  review  and/or  other  development  incentives,  depending  on 
the  project's  health  care  benefits.  


Consistent 


Those  qualified  medical  use  projects  that,  on  balance,  positively  impact 
health  or  health  care  access  and  address  one  or  more  of  the  HCSMP 
Recommendations  and/or  Guidelines  not  identified  as  "Eligible  for 
Development  Incentives." 


Inconsistent 


Any  qualified  medical  use  project  that  addresses  none  of  the  HCSMP 
Recommendations  or  Guidelines,  or  adversely  effects  a  service  identified  in 
the  HCSMP  Recommendations  or  Guidelines 


Process 

Per  the  Ordinance,  Planning  must  make  the  initial  determination  of  whether  a  relevant  land  use 
application  is  consistent  with  the  HCSMP.  Since  SFDPH  has  the  technical  expertise  to  review  and  analyze 
a  project's  impact  on  the  City's  health  care  system.  Planning  will  refer  all  Consistency  Determinations  to 
SFDPH  for  review  and  recommendation.  Planning  will  rely  on  SFDPH's  recommendation  in  issuing  the 
final  Consistency  Determination.  The  Planning  Department  has  the  authority  to  charge  a  Consistency 
Determination  Fee  for  such  services. 

As  currently  envisioned  by  SFDPH  and  Planning,  the  initial  Consistency  Determination  application  review 
process  would  proceed  as  follows: 

1.  Relevant  project  applicants  would  complete  and  submit  for  Planning  review  all  components  of  a 
required  HCSMP  Consistency  Determination  Checklist  as  part  of  any  entitlement  or  building 
permit  application.  The  applicant  would  bear  full  responsibility  for  justifying  (e.g.,  through  the 
provision  of  OSHPD  [www.oshpd.ca.gov]  and  other  data)  how  and  to  what  extent  the  project 
responds  to  HCSMP  recommendations  and  guidelines. 

2.  Planning  would  conduct  an  initial  review  of  the  Consistency  Determination  Checklist  to  ensure 
that  the  project  meets  HCSMP  medical  use  and  size  criteria  per  the  Ordinance.  If  Planning 
confirms  that  the  project  is  subject  to  a  Consistency  Determination,  Planning  would  then 
forward  the  Consistency  Determination  Checklist  to  SFDPH  for  review  and  recommendation. 
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3.  Qualified  SFDPH  staff  would  review  the  Consistency  Determination  Checklist  and  accompanying 
justification  to  determine  if  the  project  is  consistent  with  HCSMP  recommendations  and 
guidelines. 

4.  Based  on  its  review,  SFDPH  staff  would  recommend  to  Planning  that  the  project  be  assigned  one 
of  three  possible  HCSMP  Consistency  Determination  outcomes: 

a.  Consistent:  Land  use  applications  found  to  be  "Consistent"  with  the  HCSMP  will  be 
issued  a  Consistency  Determination  by  the  Planning  Department.  Following  this 
determination,  the  Planning  Department  will  post  the  Consistency  Determination  on  its 
website  for  public  comment.  If,  within  15  days  of  online  posting,  the  Planning 
Department  receives  no  substantive  written  objections  to  the  application,  the 
Consistency  Determination  will  become  final;  however,  if  the  Planning  Department 
receives  substantive  written  objections  during  the  15-day  public  comment  period,  the 
land  use  application  will  be  treated  as  an  inconsistent  application. 

b.  Consistent  and  Recommended  for  Development  Incentives:  Land  use  applications  that 
SFDPH  staff  recommends  as  "Consistent  and  Recommended  for  Development 
Incentives"  will  be  forwarded  to  the  Health  Commission  for  review  at  a  public  hearing.  If 
the  Health  Commission  finds  the  application  to  be  "Consistent  and  Recommended  for 
Development  Incentives,  the  application  will  undergo  a  similar  review  process  as 
described  for  Consistent  Applications.  However,  in  addition,  these  applications  will  be 
reviewed  by  Planning  and  SFDPH  to  determine  appropriate  project  incentives,  based  on 
the  project's  health  care  benefits  (see  HCSMP  Consistency  Determination  Incentives 
section  below). 

c.  Inconsistent:  Land  use  applications  that  SFDPH  staff  recommends  as  "Inconsistent"  with 
the  HCSMP  will  be  forwarded  to  the  Health  Commission  for  review  at  a  public  hearing.  If 
the  Health  Commission  finds  the  application  to  be  consistent  with  the  HCSMP,  it  will 
issue  findings  to  this  effect.  If  the  Health  Commission  finds  the  application  to  be 
inconsistent,  it  will  make  recommendations  to  achieve  consistency.  The  Health 
Commission  must  submit  its  findings  or  recommendations  to  the  Planning  Commission 
within  30  days  of  receipt  of  the  application. 

The  Planning  Commission  must  hold  a  public  hearing  within  30  days  of  receiving  the 
findings  or  recommendations  from  the  Health  Commission  (or  at  the  same  time  as  it 
considers  other  entitlements  associated  with  the  application)  and  make  a  determination 
as  to  whether  or  not  to  issue  a  Consistency  Determination.  The  Planning  Department 
may  not  approve  any  permit  or  entitlements  for  a  medical  use  project  that  does  not 
have  a  Consistency  Determination  unless  the  Planning  Commission  finds  countervailing 
public  policy  considerations  that  justify  such  approval. 

Appeals 

Any  person  may  file  an  appeal  within  30  days  of  the  issuance  or  denial  of  a  Consistency  Determination.  If 
the  Board  of  Supervisors  has  appeal  authority  to  review  an  associated  entitlement,  the  appeal  should  be 
made  to  the  Board  of  Supervisors.  In  all  other  cases,  the  appeal  should  be  filed  with  the  San  Francisco 
Board  of  Appeals.  The  Board  of  Supervisors  and  the  Board  of  Appeals  have  the  authority  to  reverse  the 
Planning  Department's  or  Planning  Commission's  decision. 
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Exhibit  3.  HCSMP  consistency  determination  process 


Relevant  Medical  Use 
Application  Comes 

to  Pianning  and 
forwarded  to  SFDPH 


Application  Consistent 
with  HCSMP* 


Application  Consistent 
and  Reix-insmendedfor 
Deveiopment 


'oject  Permits  + 
Entitlements 


Commission 


*  if  Planning  recen'essubstantwe 
written  objections  within  15- days  of 
posting  of  a  consistent  ~  — 

determination,  the  ianduse 
application  wi  ii  be  treated  as  an 
incDnsistent  application. 


—  » 


HCSMP  Consistency  Determination  Incentives 


Those  projects  that  are  interested  In  seeking  developnnent  Incentives  must  address  at  least  one  of  the 
guidelines  Identified  as  "Eligible  for  Development  Incentives,"  as  designed  by  the  green  highlights  In  the 
tables  In  the  HCSIVIP  Recommendations  +  Guidelines  by  San  Francisco  Health  Priority  section  of  this 
HCSMP.  In  addition,  these  projects  must  engage  the  community  via  a  transparent  and  Inclusive  process 
prior  to  filing  for  approvals  from  the  Planning  Department.  Planning,  at  its  discretion  and  in  conjunction 
with  SFDPH,  will  have  the  ability  to  determine  appropriate  incentives  consistent  with  basic  legal 
requirements  at  the  time  a  project  Is  deemed  "Consistent  and  Recommended  for  Incentives."  Incentives 
may  vary  by  project  but  will  be  based  on  the  following  factors: 

•  The  degree  to  which  a  project  meets  one  or  more  of  the  HCSMP  guidelines  identified  as  "Eligible 
for  Development  Incentives";  and 

•  The  types  of  Incentives  that  would  most  benefit  the  particular  project. 
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The  IMP-HCSMP  Connection 

An  Institutional  Master  Plan  (IMP)  is  a  document  that  describes  existing  and  anticipated  institutional 
development.  In  San  Francisco,  certain  medical  institutions  and  post-secondary  educational  institutions 
must  file  IMPs  with  the  Planning  Department  and  update  them  at  least  every  two  years.  Medical 
institutions  subject  to  the  IMP  requirement  that  propose  any  change  to  inpatient  facilities  (including 
general  acute  care  hospitals),  are  additionally  subject  to  review  and  comment  by  a  "qualified  health 
planner"  retained  by  SFDPH.  The  health  planner  analyzes  such  change  and  its  "relationship  to  citywide 
healthcare  needs."  Upon  adoption  of  the  HCSMP  by  the  Board  of  Supervisors,  SFDPH-retained  health 
planners  will  reflect  HCSMP  findings  in  their  review  of,  and  comment  on,  such  new  and  updated  IMPs.  It 
is  anticipated  that  highlighting  the  degree  of  alignment  between  IMPs  and  the  HCSMP  will  lead  more 
institutional  medical  projects  to  address  San  Francisco's  identified  long-term  healthcare  needs,  with  a 
focus  on  health  equity  and  vulnerable  populations.  It  will  also  provide  medical  institutions  with  greater 
certainty  about  the  consistency  of  the  projects  identified  in  their  IMP. 


HCSMP  Planning  Frameworl< 


HCSMP  Task  Force 


SFDPH  and  Planning  convened  a  41-member  HCSMP  Task  Force  to  guide  the  HCSMP's  development. 
Comprised  of  a  broad  range  of  community  stakeholders  representing  health  care  consumers, 
community  advocacy  groups,  labor,  hospitals,  and  more,  the  HCSMP  Task  Force  served  as  an  advisory 
body  charged  with  developing  preliminary  HCSMP  recommendations  that  reflected  both  relevant  data 
and  community  feedback.  Ms.  Roma  Guy  and  Dr.  Tomas  Aragon  co-chaired  the  Task  Force,  providing 
guidance  and  leadership  throughout  the  HCSMP's  development. 

Membership  Selection  and  Representation 

The  San  Francisco  Department  of  Public  Health,  with  input  from  the  Department  of  Planning,  other  City 
departments,  and  non-governmental  entities,  took  primary  responsibility  for  selecting  a  HCSMP  Task 
Force  that  reflected  San  Francisco's  diverse  communities.  The  41-member  Task  Force  represented  the 
following  entities: 


African  American  Health  Disparities 
Project 

African  American  Leadership  Group 

AIDS  Housing  Alliance 

Asian  Pacific  Islander  Health  Parity 

Coalition 

California  Nurses  Association 
California  Pacific  Medical  Center 
Chicano/Latino/lndigena  Health  Equity 
Coalition 


Chinese  Hospital 

Chinese  Progressive  Association 

Consumers  and  Community  At-Large 

Hospital  Council  of  Northern  California 

Human  Services  Agency 

Human  Services  Network 

Independent  Living  Resource  Center 

Kaiser  Permanente 

LGBT  Executive  Directors  Association 

Long-Term  Care  Coordinating  Council 
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Mental  Health  Association  of  San 
Francisco 

Mission  Neighborhood  Health  Center 
National  Union  of  Healthcare  Workers 
Northeast  Medical  Services 
Planning  for  Elders  in  the  Central  City 
Saint  Francis  Memorial  Hospital 
San  Francisco  Chamber  of  Commerce 
San  Francisco  Community  Clinic 
Consortium 

San  Francisco  Department  of  Public 
Health 

San  Francisco  General  Hospital  and 
Trauma  Center 

San  Francisco  Health  Commission 


San  Francisco  Health  Plan  Advisory 
Committee 

San  Francisco  Medical  Society 

San  Francisco  Municipal  Transportation 

Agency 

San  Francisco  Planning  Department 
San  Francisco  Unified  School  District 
Service  Employees  International  Union, 
Local  1021 

Sister  Mary  Philippa  Health  Center,  St. 

Mary's  Medical  Center 

Small  Business 

Transgender  Law  Center 

University  of  California,  San  Francisco 

Medical  Center 


Please  see  Appendix  C  for  a  complete  list  of  all  HCSMP  Task  Force  members  and,  where  applicable,  their 
alternates. 

Responsibilities 


To  assist  in  the  HCSMP's  development,  HCSMP  Task  Force  members  agreed  to  fulfill  the  following 
responsibilities: 


Participate  in  10  public  meetings 
in  the  community  between  July 
2011  and  May  2012, 
Review  relevant  data,  research, 
and  analysis. 
Inform  the  HCSMP's 
development  with  health  care 
expertise. 

Solicit  community  participation 
and  hear  public  comment,  and 
Develop  preliminary  community- 
informed  recommendations  for 
consideration  by  the  San 
Francisco  Departments  of  Public 
Health  and  Planning. 


Scope  of  Work 


HCSMP  Task  Force  members  engage  in  discussion  at  San  Francisco  City 
Hall.  Task  Force  members  convened  a  total  of  10  times  between  July 
2011  and  May  2012. 


The  Ordinance  is  broad  in  its  requirements  of  the  HCSMP.  To  focus  its  work,  therefore,  the  HCMSP  Task 
Force  approached  its  efforts  through  an  access  lens  with  a  focus  on  underserved  and  inappropriately 
served  populations.  The  figure  below  illustrates  the  HCSMP  Task  Force's  scope  of  work  and  is  a  modified 
version  of  the  World  Health  Organization  (WHO)  Systems  Framework. 
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Exhibit  4.  HCSMP  Task  Force  scope  of  work,  based  on  modified  WHO  systems  framework 


System  Building  Blocks 


Overall  Goals  /  Outcomes 


SERVICE  DELIVERY 


HEALTH  WORKFORCE 


HEALTH  INFORMATION 
SYSTEMS 


ACCESS  TO 
ESSENTIAL  MEDICINES 


FINANCING 


LEADERSHIP/ 
GOVERNANCE 


ACCESS 

COVERAGE 


r 


QUALITY 
SAFETY 


IMPROVED  HEALTH 
(level  and  equity) 


RESPONSIVENESS 


SOCIAL  AND  FINANCIAL 
RISK  PROTECTION 


IMPROVED 
EFFICIENCY 


Access 

The  HCSMP  Task  Force  dedicated  much  of  its  first  meeting  (July  27,  2011)  to  framing  "access"  broadly, 
incorporating  a  range  of  geographic,  cultural/linguistic,  financial,  and  environmental  factors  in  its  access 
definition.  For  example.  Task  Force  members  determined  that  connectivity  to  places  (e.g.,  transit)  and 
availability  of  services  to  the  publicly  uninsured  (e.g.,  providers  that  accept  Medi-Cal  patients)  would  be 
important  access  elements  for  consideration  throughout  the  HCSMP's  development.  Throughout  its 
discussions,  the  Task  Force  also  emphasized  the  importance  of  system  capacity  (e.g.,  lack  of  primary  and 
specialty  care,  capacity  across  levels  of  care,  etc.)  and  the  quality  of  the  patient  experience  as  important 
aspects  of  access. 


Underserved  and  Inappropriately  Served  Populations 


While  responsible  for  reviewing  citywide  population  data,  the  Task  Force  focused  its  work  on  those  San 
Francisco  populations  that  are  currently  underserved  or  inappropriately  served  by  existing  systems.  Per 
Task  Force  discussion,  "underserved"  populations  and/or  neighborhoods  are  those  which  data  indicates 
are  disproportionately  identified  with  health  disparities,  high  burden  of  disease,  health  inequities, 
mortality,  lack  of  insurance,  or  low  socioeconomic  status.  "Inappropriately  served"  populations  and/or 
neighborhoods  are  those  which  have  access  to  some  health  care  services,  though  not  necessarily  those 
services  best  suited  to  the  community  (e.g.,  a  neighborhood  with  a  high  senior  population  that  lacks 
access  to  geriatric  specialty  care). 


Services 


The  range  of  health  care  services  under  the  HCSMP's  "medical  use"  definition  is  broad;  therefore, 
demographic  and  socioeconomic  characteristics,  current  health  resource  availability,  environmental  and 
behavioral  risk  helped  to  target  Task  Force  discussions.  The  Task  Force  also  addressed  behavioral  health 
and  community-based  support  services. 
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Guiding  Principles 


Acknowledging  the  importance  of  framing  its  work  with  shared  values,  the  HCSMP  Task  Force  identified 
the  following  "guiding  principles"  at  the  group's  launch  meeting  on  July  27,  2011: 

Health  care  is  a  human  right.  Strive  to  eliminate  health  inequities  and  disparities. 
Keep  discussions  transparent  and  informed  by  data. 

Approach  the  HCSMP  through  a  lens  of  cultural  competency  and  consideration  for  special 
populations  (e.g.,  multi-diagnosed  persons). 
Consider  community  health  impacts  -  not  just  individual  outcomes. 
Promote  wellness  and  prevention  as  well  as  health  care  services. 

Consider  the  role  of  geography  (where  we  live,  where  services  are)  when  planning  to  improve 
health  outcomes. 

Consider  the  role  of  financing  in  health  care  services  and  outcomes. 
Plan  with  an  eye  to  future  policy  (e.g.,  federal  Health  Reform),  health  trends  (e.g.,  health 
information  technology)  and  San  Francisco's  changing  population. 

Consultant 

SFDPH  retained  consulting  services  from  Harder  +  Company  Community  Research  (Harder  +  Company) 
to  support  the  HCSMP  Task  Force  planning  effort  and  to  conduct  community  research  and  data  analysis  . 

HCSMP  Task  Force  Planning  Support 

Harder  +  Company  provided  planning  assistance  to  support  the  work  of  the  HCSMP  Task  Force.  In  broad 
terms.  Harder  +  Company: 

•  Convened  and  facilitated  10  HCSMP  Task  Force  meetings  that  took  place  between  July  2011  and 
May  2012.  Four  of  these  meetings  took  place  at  different  neighborhood  locations  throughout 
San  Francisco  to  facilitate  community  participation.  Four  other  meetings  engaged  the  Task  Force 
and  members  of  the  public  on  specific  policy  issues  related  to  health  care  services  and  access. 

•  Prepared  and  distributed  meeting  materials  to  Task  Force  members  and  the  public.  For  example, 
Harder  collected  and  analyzed  neighborhood  data  for  presentation  before  the  HCSMP  Task 
Force. 

•  Harder  tailored  the  data  presentations  to  the  specific  neighborhoods  in  which  the  Task  Force 
meetings  took  place.  (Please  see  Appendix  D  for  all  Neighborhood-Specific  Health  Profiles.) 

•  Recorded,  summarized  and  distributed  written  notes  from  all  HCSMP  Task  Force  meetings, 
highlighting  key  meeting  activities  and  identified  themes  and  recommendations. 

Community  Research  and  Analysis 

Harder  +  Company  conducted  the  community  research  and  data  analysis  necessary  to  complete  the  four 
required  HCSMP  assessments.  Specifically,  Harder  +  Company: 

•  Identified  and  obtained  relevant  information  (e.g.,  demographic,  health  status,  burden  of 
disease,  distribution  of  services,  utilization,  etc.)  from  various  secondary  data  sources,  both 
public  and  private,  to  gain  an  understanding  of  San  Francisco's  health  status. 
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•  Applied  high-level  data  analysis  techniques  -  including  Geographic  Information  Systems  (GIS)  - 
to  collected  data  and  interpret  data  results  to  assess  the  health  care  needs  of  the  community. 

•  Designed  and  field-tested  an  appropriate  focus  group  protocol. 

•  Convened  and  facilitated  five  focus  groups  of  San  Francisco  health  care  consumers  to  infuse  the 
HCSMP  with  a  consumer  perspective. 

•  Developed  neighborhood-specific  data  and  health  profiles  (Appendix  D)  that  (1)  incorporated 
secondary  data  on  population  health,  health  status,  and  access  to  health  care,  and  (2)  included 
community  stakeholder  perspectives. 

For  more  detailed  information  on  the  HCSMP  data  collection  process  and  methodology,  please  see  the 
Methodology  and  Development  section  of  this  report  below/. 
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METHODOLOGY  AND  DEVELOPMENT 


SFDPH  and  Planning  relied  on  both  quantitative  and  qualitative  data  methods  to  complete  the  HCSMP 
assessments  mandated  by  the  Ordinance.  To  ensure  a  collaborative  process  -  and  to  ensure  the 
presence  of  community  voice  in  the  final  HCSMP  -  SFDPH  and  Planning  used  as  their  framework 
Mobilizing  for  Action  through  Planning  and  Partnerships,  a  community-driven  strategic  planning  process 
developed  by  the  National  Association  of  County  and  City  Health  Officials  (NACCHO).^  MAPP  core 
indicators,  including  the  25  indicators  recommended  in  the  Institute  of  Medicine  report  "Improving 
Health  in  the  Community,"  served  as  the  starting  point  for  HCSMP  data  collection.^ 


Quantitative 

Harder  +  Company  Community  Research  Data  Collection  and  Analysis 


Harder  +  Company  conducted  quantitative  data  collection  and  analysis  required  for  the  HCSMP.  Data 
collection  and  analysis  informed  both  the  neighborhood  meetings  of  the  HCSMP  Task  Force  as  well  as 
the  more  comprehensive  Community  Health  Status  Assessment,  the  full  text  of  which  is  available  on  the 
SFDPH  website. 

Framework  +  Indicator  Selection 

Mobilizing  for  Action  Through  Planning  and  Partnerships  (MAPP) 

The  Community  Health  Status  Assessment  (CHSA),  Harder  +  Company's  primary  HCSMP  data 
deliverable,  was  developed  in  2011  and  2012  using  the  National  Association  of  County  and  City  Health 
Officials'  MAPP  framework.  MAPP  is  a  community-wide  strategic  planning  tool  for  improving  community 
health.  It  has  been  implemented  nationally  by  many  public  health  departments  to  help  communities 
identify  and  prioritize  public  health  issues  and  identify  resources  to  address  them. 

MAPP  requires  completion  of  four  assessments,  including  the  CHSA.  CHSA  data  serves  as  the  foundation 
for  analyzing  and  identify  community  health  issues  and  trends,  allowing  San  Francisco  to  see  where  it 
stands  compared  to  other  counties,  California,  and  the  nation.  San  Francisco's  CHSA  comprises  a  core 
list  of  health  indicators  in  10  broad-based  categories  that  are  informed  by  MAPP  and  that  were  vetted 
with  the  HCSMP  Data  Advisory  Committee,  described  below. 

HCSMP  Data  Advisory  Committee 

To  assist  Harder  +  Company  in  its  data  collection  efforts,  SFDPH  assembled  a  Data  Advisory  Committee 
consisting  of  11  persons  including  representatives  from  the  San  Francisco  Departments  of  Public  Health 
and  Planning  and  the  HCSMP  Task  Force.  Led  by  Harder  +  Company,  the  data  advisory  group  met  a  total 
of  eight  times  between  July  2011  and  June  2012  to: 

•  Identify  and  secure  secondary  data  sources  relevant  to  the  selected  core  indicators. 

•  Select  additional  indicators  and  data  sources  needed  to  accurately  assess  San  Francisco's  health 
and  wellness. 

•  Determine  how  best  to  analyze  accessible  data  (e.g.,  by  age  vs.  race  etc.)  to  identify  existing 
health  care  gaps  and  needs. 
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•  Identify  existing  data  collection  needs.  (I.e.,  Is  there  telling  health  data  that  SFDPH  should  track 
but  is  not  currently?) 

•  Review  data  comprising  the  four  neighborhood  profiles  as  well  as  the  CHSA. 

In  addition  to  meetings,  individual  data  advisory  group  members  met  with  Harder  +  Company  staff  as 
needed  to  provide  missing  data  and  analytical  support. 

Methodology 

With  support  from  SFDPH  and  the  HCSMP  Data  Advisory  Committee,  Harder  +  Company  conducted  a 
comprehensive  review  of  secondary  data  sources  to  obtain  the  most  current  and  reliable  data  for  all 
HCSMP  deliverables.  Secondary  data  sources  and  resources  include,  but  are  not  limited  to  the  US  Census 
2000  and  2010,  the  American  Community  Survey  2009  and  2010,  the  California  Department  of  Public 
Health  (CDPH),  the  California  Department  of  Finance  (DOF),  the  California  Office  of  Statewide  Health 
Planning  and  Development  (OSHPD),  the  California  Department  of  Education  (CDE),  SFDPH,  SFDPH's 
Sustainable  Communities  Index  (SCI,  formerly  known  as  the  Healthy  Development  Measurement  Tool 
(HDMT)),  Health  Matters  in  San  Francisco,  the  California  Health  Interview  Survey  (CHIS),  the  CDC's 
Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  Health  Resources  and  Services  Administration 
(HRSA),  Healthy  People  2020  (HP  2020),  the  2012  County  Health  Rankings,  and  Community  Health  Status 
Indicators. 

Harder  +  Company  used  the  most  current  data  available  to  complete  both  the  neighborhood  data 
profiles  and  the  Community  Health  Status  Assessment  (CHSA);  data  considered  preliminary  were  not 
used.  Harder  +  Company  exported  these  data  in  database  formats,  cleaned  all  data,  and  applied  basic 
statistical  techniques  to  the  data  to  analyze  trends.  Where  applicable  and  appropriate,  benchmark  or 
target  data  were  included  as  were  state-  and  national-level  data  -  as  well  as  similar  data  from  other 
California  counties  -  for  the  purpose  of  comparison. 

All  data  were  carefully  reviewed  and  analyzed  to  ensure  that  they  accurately  address  each  of  the 
indicators  and  category  areas.  Sample  sizes  for  datasets  were  examined  to  ensure  that  they  were  large 
enough  for  analyses,  particularly  for  subpopulations.  To  ensure  sufficient  sample  sizes.  Harder  + 
Company,  in  some  cases,  aggregated  data  across  several  years.  In  other  cases  for  which  it  was  not 
possible  to  aggregate  data  across  multiple  years.  Harder  +  Company  either  did  not  present  data  or 
presented  the  indicator  as  "statistically  unstable." 

Data  Limitations 

Data  compiled  from  OSHPD  to  examine  health  care  utilization  throughout  San  Francisco  describes 
individuals  who  access  some  kind  of  health  service  based  on  patient  discharge  data  or  patient 
registration  data.  Therefore,  this  data  does  not  capture  those  who  did  not  access  health  services  or  who 
accessed  health  services  at  a  health  agency  whose  data  is  not  collected  or  reported  to  OSHPD.  Also, 
although  US  Census  2010  data  were  released  between  the  end  of  2011  and  early  2012,  all  of  the  data 
required  for  this  report  were  not  yet  available  such  as  the  descriptive  breakdown  of  poverty  status  in 
San  Francisco.  In  those  instances,  data  from  the  American  Community  Survey  2009  and  2010,  which  are 
estimates  based  on  the  US  Census  and  calculated  by  the  US  Census  Bureau,  were  used  and  cited  as  such. 

For  community  health/population  interviews  such  as  CHIS  and  BRFSS,  many  survey  items  are  rotated 
and  asked  in  alternate  years;  therefore,  results  from  those  sources  may  be  presented  in  varying  years  or 
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in  multi-year  estimates.  Where  comparisons  are  presented,  if  differences  overtime  or  between  groups 
are  statistically  significant  they  will  be  noted  as  such.  Finally,  population  descriptions  (e.g., 
race/ethnicity)  may  vary  throughout  the  neighborhood  data  profiles  and  CHSA  depending  on  data 
source. 


Qualitative 

Community  Focus  Groups 


To  better  engage  the  larger  community  in  the  HCSMP's  development  -  and  to  help  identify  existing 
health  care  service  gaps  in  San  Francisco  -  Harder  +  Company  and  SFDPH  conducted  six  health  care 
consumer  focus  groups. 

Methodology 

Harder  +  Company  conducted  five  consumer  focus  groups  throughout  San  Francisco;  SFDPH  staff 
conducted  one  focus  group.  The  focus  groups  were  organized  by  the  following  San  Francisco 
subpopulations,  selected  as  they  represent  vulnerable  populations  or  neighborhood  areas  in  which 
residents  face  high  rates  of  health  disparities: 

•  Older  adults  and  persons  with  disabilities, 

•  Lesbian/gay/bisexual/transgender, 

•  Monolingual  Spanish  speakers, 

•  Excelsior  families, 

•  The  Richmond/Sunset  neighborhood  areas,  and 

•  Teens. 

Recruitment  for  the  focus  groups  was  community  based,  and  local  health  and  social  service  providers 
assisted  with  the  recruitment.  Recruitment  techniques  included  posting  flyers  at  community  locations 
where  potential  participants  might  visit  and  placing  calls  to  service  providers  with  instructions  for  face- 
to-face  recruitment.  All  potential  participants  were  screened  for  eligibility  based  on  the  eligibility  criteria 
for  each  focus  group. 

Each  group  consisted  of  up  to  12  participants  and  lasted 
approximately  one  and  one-half  hours.  Focus  group 
facilitators  ensured  participants'  confidentiality  to 
encourage  open  and  frank  discussions. 
Additionally,  facilitators  set  forth  ground  rules  to  encourage 
equal  and  fair  participation  in  the  focus  group  discussions; 
however,  focus  group  participation  was  voluntary.  Guided, 
open-ended  discussions  in  each  group  focused  on  the 
connection  (or  disconnection)  of  consumers  to  health  care 
services  in  San  Francisco.  To  further  encourage  discussion 
and  participation,  and  to  get  a  better  understanding  of  how 

consumers  access  health  care/services,  an  asset  and  resource  mapping  activity  was  included. 
Participants  were  provided  a  large  map  of  San  Francisco  and  asked  to  place  stickers  on  health  facilities 


[She]  is  the  first  doctor. ..to  figure  out 
everything  that  was  wrong  with  me.  She 
wasn't  afraid  to  touch  my  sl<in  or  use  her 
own  hands  instead  of  putting  on 
gloves...  When  you  get  a  good  doctor, 
you  wont  to  stay  with  that  doctor 
because  the  doctor  knows  how  you  are 
and  what  you  need. 

-  Transgender  Resident  and  Focus 
Group  Participant 
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that  they  access.  All  participants,  with  the  exception  of  members  of  the  teen  focus  group  conducted  by 
SFDPH,  were  provided  a  grocery  store  gift  card  at  the  conclusion  of  the  focus  group. 


Content  Analysis 

Content  analysis  was  used  to  analyze  the  qualitative  focus  group  data.  Content  analysis  Is  a  systematic 
approach  used  to  organize,  analyze  and  Interpret  narrative  data.  It  incorporates  the  identification  and 
extraction  of  themes  and  a  coding  scheme  to  analyze  the  qualitative  data.  For  each  Harder+Company- 
conducted  focus  group,  complete  transcripts  along  with  notes  were  generated;  SFDPH  generated  only 
notes  from  the  teen  focus  group.  Prior  to  completing  the  analysis,  reliability  testing  was  conducted  on 
the  coding  of  the  qualitative  data.  This  process  was  conducted  on  each  of  the  six  focus  groups. 

Emergent  Themes 

HCSMP  community  focus  groups  yielded  the  following  themes: 
Barriers  to  Health  Care 

Participants  noted  that  they  had  experienced  the  following  barriers  to  care  in  San  Francisco: 

•  Walt  times  to  get  an  appointment  to  see  a  health  service  provider. 

•  Transportation  to  health  services  and  travel  times.  Transgender  as  well  as  the  elderly  and 
disabled  participants  described  transportation  as  a  barrier,  and  Excelsior  and  Sunset/Richmond 
residents  described  distance  and  finding  transportation  to  health  services  as  barriers. 

•  Complications  with  health  insurance. 

•  Cost  of  health  care  Including  specific  health  services/treatments  and  health  Insurance 
premiums. 

•  Lack  of  linguistic  competence  (language  barriers)  in  hospitals. 
Quality  of  Health  Care 

Focus  group  participants,  overall,  expressed  satisfaction  with  the  quality  of  care  they  receive. 

•  Once  they  are  able  to  access  health  services,  participants  expressed  general  satisfaction  with  the 
health  care  they  receive. 

•  Chinese-  and  Spanish-speaking  patients  described  being  satisfied  with  their  care  once  they 
found  a  doctor  that  spoke  their  language. 

Health  Care  Needs 

While  generally  satisfied  with  care  once  they  access  it,  focus  group  participants  noted  a  variety  of  unmet 
health  needs  experienced  in  San  Francisco: 

•  Mental  and  behavioral  health  services,  particularly  among  transgender  and  monolingual  Spanish 
populations. 

•  Affordable,  accessible  dental  care  for  adults. 
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[The  "promotoro"]  is  the  one  who 
schedules  my  health  care  appointments 
and  also  refers  me  to  other  places  where  I 
can  get  health-related  assistance.  She  is 
with  me  during  my  appointment  and  helps 
me  get  there.  She  makes  my  health  care 
services  easier.  She  makes  sure  I  take  my 
medication  the  right  way. 

-  Spanish-speaking  Mission  Resident  and 
Focus  Group  Participant 
escriDea  as  a  priority. 


HCSMP  Task  Force 


The  San  Francisco  Departments  of  Public  Health  and  Planning  convened  a  41-nnember  HCSMP  Task 
Force  to  guide  the  HCSMP's  development.  Comprised  of  a  broad  range  of  community  stakeholders 
representing  health  care  consumers,  community  advocacy  groups,  labor,  hospitals,  and  more,  the 
HCSMP  Task  Force  served  as  an  advisory  body  charged  with  developing  preliminary  HCSMP 
recommendations  that  reflected  both  relevant  data  and  community  feedback.  Ms.  Roma  Guy  and  Dr. 
Tomas  Aragon  co-chaired  the  Task  Force,  providing  guidance  and  leadership  throughout  the  HCSMP's 
development.  Please  see  Appendix  C  for  a  complete  list  of  all  HCSMP  Task  Force  members  and 
alternates.  The  HCSMP  Task  Force  held  a  total  of  10  meetings  -  six  full  Task  Force  meetings,  four  of 
which  were  held  in  different  San  Francisco  neighborhoods,  and  four  issue-based  meetings  as  described 
below. 

Summary  of  Full  Task  Force  Meetings  and  Process 

Between  July  2011  and  May  2012,  the  HCSMP  Task  Force  convened  six  times  for  a  series  of  public 
meetings  held  at  different  community  locations.  The  first  and  final  meetings  took  place  at  San  Francisco 
City  Hall  in  the  late  afternoon;  Meetings  2  through  5  took  place  in  different  neighborhood  locations  to 
enable  community  member  attendance.  Please  see  below  for  a  summary  of  all  meeting  dates,  times, 
locations,  and  Task  Force  discussions. 

•  Meeting  1  (July  27,  2011  -  2  -  4:30  pm  ■  Son  Francisco  City  Hall):  Following  opening  remarks  by 
SFDPH  Director,  Barbara  A.  Garcia,  and  Task  Force  Co-chairs,  Dr.  Tomas  Aragon  and  Ms.  Roma 
Guy,  Task  Force  members  received  an  overview  of  San  Francisco  Ordinance  No.  300-10  and  the 
various  HCSMP  requirements.  Harder  +  Company  then  framed  the  work  of  the  Task  Force  and 
outlined  Task  Force  members'  role  and  responsibilities  throughout  the  HCSMP's  development. 
Task  Force  members  then  discussed  the  body's  guiding  principles,  identified  key  elements  of 
health  care  access,  and  shared  ways  in  which  they  would  support  community  outreach  and 
engagement. 

•  Meeting  2  (September  22,  2011  ■  5  -  7:30  pm  ■  Bernal  Heights  Neighborhood  Center,  Bernal 
Heights):  The  HCSMP  Task  Force  held  its  first  neighborhood  meeting  at  the  Bernal  Heights 
Neighborhood  Center,  and  the  meeting  focused  discussion  and  presented  data  on  the  following 
neighborhoods:  Bernal  Heights,  Mission,  Outer  Mission,  Excelsior,  and  Ocean  View.  Task  Force 


•  Spanish-speaking  patients  described  the  need  for 
more  "promotoras"  (peer  health  advocates). 

•  An  easy  way  to  find  out  about  all  of  the  different 
health  services  and  health  resources  in  San 
Francisco  from  types  of  services  to  locations  to 
hours  of  operation. 

Other  Needs 

Among  the  elderly,  disabled,  and  the  transgender  focus 
group  participants,  clean,  safe  and  affordable  housing  was 
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Chairs  Dr.  Tomas  Aragon  and  Ms.  Roma  Guy  opened  the  meeting,  followed  by  comments  from 
Supervisor  David  Campos  in  whose  district  the  meeting  took  place.  The  Task  Force  allocated 
substantial  time  to  public  comment,  which,  coupled  with  Task  Force  discussion  and  presented 
data,  generated  the  following  key  themes,  including  the  importance  of: 

o    Health  care  facility  proximity  to  the  patient's  home  neighborhood; 

o    Access  to  culturally  and  linguistically  competent  health  care  services  -  particularly  for 

non-native  English  speakers, 
o    Outreach  and  education  regarding  available  services  to  ensure  that  health  care 

consumers  access  the  care  they  need  in  the  most  appropriate  setting, 
o    Forming  partnerships  with  community-based  organizations  to  expand  health  care 

access. 

o    Health  care  technology  to  expand  health  care  access  beyond  the  confines  of  brick  and 

mortar  health  care  facilities, 
o    Extending  health  care  facility  hours  to  accommodate  working  persons  and  patients. 

Task  Force  members  focused  their  discussion  on  lessons  learned  from  the  Harder  +  Company 
neighborhood  data  presentation  and  public  comment. 

•    Meeting  3  (December  3,  2011  '10  am- 12:30  pm  ■  Gordon  J.  Lou  Elementary  School, 

Chinatown):  The  HCSMP  Task  Force  held  its  second  neighborhood  meeting  at  the  Gordon  J.  Lau 
Elementary  School,  and  the  meeting  focused  discussion  and  presented  data  on  the  following 
neighborhoods:  Chinatown,  Downtown/Civic  Center,  and  South  of  Market.  Task  Force  Chairs  Dr. 
Tomas  Aragon  and  Ms.  Roma  Guy  opened  the  meeting,  and  the  Task  Force  allocated  substantial 
time  to  public  comment,  which,  coupled  with  Task  Force  discussion  and  presented  data, 
generated  the  following  key  themes,  including  the  importance  of: 

o    Easy  geographic  access  to  primary  care  services. 

o    The  appropriate  use  of  services.  For  example,  ready  access  to  primary  and  urgent  care 

services  may  curb  inappropriate  use  of  emergency  rooms, 
o    Access  to  culturally  and  linguistically  competent  services  that  reflect  the  patient 

population. 

o    Providing  services  that  reflect  neighborhood  and  community  needs.  For  example,  some 
neighborhoods  need  easy  access  to  family  and  perinatal  services  because  of  their 
resident  composition. 

o    Health  insurance  coverage  (or  lack  thereof)  when  deciding  where  to  seek  health  care 
services. 

o    Support  services  (e.g.,  escorting  high-need  patients  to  medical  appointments)  to  help 
vulnerable  populations  access  health  care  services  appropriately. 

o    Creating  safe  environments  around  health  care  facilities.  Unsafe  environments  may 
deter  residents  from  seeking  care  at  otherwise  accessible  facilities. 

Task  Force  members  focused  their  discussion  on  lessons  learned  from  the  Harder  +  Company 
neighborhood  data  presentation  and  public  comment. 
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•  Meeting  4  (January  26,  2012  ■  5  -  7:30  pm  -  African  American  Art  and  Culture  Complex,  Western 
Addition):  The  HCSMP  Task  Force  held  its  third 
neighborhood  meeting  at  the  African  American  Art 
and  Culture  Complex,  and  the  meeting  focused 
discussion  and  presented  data  on  the  following 
neighborhoods:  Western  Addition,  Richmond,  and 
Sunset.  Task  Force  Chairs  Dr.  Tomas  Aragon  and  Ms. 
Roma  Guy  opened  the  meeting,  followed  by 
comments  from  Supervisor  Christina  Olague  in  whose 
district  the  meeting  took  place.  The  Task  Force 
allocated  substantial  time  to  public  comment,  which, 
coupled  with  Task  Force  discussion  and  presented 
data,  generated  the  following  key  themes,  including 
the  importance  of: 

o    Access  to  culturally  and  linguistically 

competent  health  care  services.  Members  of 

the  public  indicated  that  "culture"  should  be 

defined  broadly  to  include  youth,  persons 

with  complex  health  issues  (e.g.,  mental 

health),  and  more, 
o    Safety  in  determining  one's  health  and  overall 

wellbeing;  certain  communities  and 

subpopulations  face  violence  to  greater 

degrees  than  others. 

o    Outreach  and  education  -  particularly  for  hard-to-reach  populations  (e.g.,  youth,  the 

uninsured,  etc.)  -  regarding  available  services  to  ensure  that  health  care  consumers 

access  the  care  they  need  in  the  most  appropriate  setting, 
o    Health  care  facility  location  and  hours  of  operation;  geographic  access  and  face-to-face 

patient/provider  interactions  (as  opposed  to  telehealth  services)  may  matter  to  some 

communities  more  than  others, 
o    Defining  health  broadly,  acknowledging  that  "health"  is  determined  by  more  than 

access  to  medical  care  and  health  care  facilities. 

Task  Force  members  focused  their  discussion  on  lessons  learned  from  the  Harder  +  Company 
neighborhood  data  presentation  and  public  comment. 

•  Meeting  5  (March  22,  2012  ■  5  -  7:30  pm  •  Southeast  Community  Facility,  Bayview-Hunters 
Point):  The  HCSMP  Task  Force  held  its  final  neighborhood  meeting  at  the  Southeast  Community 
Facility,  and  the  meeting  focused  discussion  and  presented  data  on  the  following 
neighborhoods:  Bayview-Hunters  Point  and  Visitacion  Valley.  Task  Force  Chairs  Dr.  Tomas 
Aragon  and  Ms.  Roma  Guy  opened  the  meeting,  and  the  Task  Force  allocated  substantial  time  to 
public  comment,  which,  coupled  with  Task  Force  discussion  and  presented  data,  generated  the 
following  key  themes,  including  the  importance  of: 

o    Responding  to  particular  health  issues  facing  these  communities.  Cited  community 
health  concerns  include  the  high  incidence  of  respiratory  disease  (e.g.,  asthma);  mental 


Community  members  attend  the  January  26, 
2012  meeting  of  the  HCSMP  Tasl<  Force  at  the 
African  American  Art  and  Culture  Complex, 
located  in  San  Francisco's  Western  Addition 
neighborhood. 
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health  issues,  particularly  violence-related  trauma;  environmental  health  hazards;  and 
the  need  for  more  long-term  care  and  housing  options  for  older  residents, 
o    Addressing  barrier  to  care  issues  specific  to  these  communities.  Cited  access  barriers 
include  but  are  not  limited  to  health  ^.^/^^^^  ^^^^  ^^^^^^  children's 

insurance  coverage;  public  transportation,         ^.^^^       ^^^^     ^^^^  to  function. 
particularly  the  issue  of  lengthy  travel  times  ^^^^  ^^^/^^  ^^^^.^^^ 

between  home  and  health  care;  cultural  and       counselors  for  children  to  speak  with. 
linguistic  appropriateness;  limited  health  ^^^^  ^^^^  psychiatrists  in  the 

literacy,  highlighted  as  being  a  particular  ^^^^^^^       ^^.^^^^^  ^^^^^^^^^ 

concern  for  San  Francisco's  Black/ African 

American  population  as  well  as  those  with  -  Bayview  Resident 

limited  English  proficiency; 

unemployment/lack  of  economic  opportunity;  violence  and  related  trauma,  both  mental 

and  physical;  and  lack  of  adequate,  affordable  housing, 
o    Increasing  the  number  of  existing  health  services  in  the  community  and/or  increasing 

the  capacity  of  existing  facilities.  In  terms  of  capacity,  members  of  the  public  suggested 

the  need  for  incentives  to  draw  more  providers  to  the  community, 
o    Increasing  social  connectedness  within  the  community. 

o    Increasing  access  to  services  missing  in  these  communities,  including  basic  lab  services 

(e.g.,  phlebotomy)  and  radiology, 
o    Enforcing  environmental  regulations  to  ensure  the  community's  health. 

•  Meeting  6  (May  24,  2012-2-  4:30  pm  ■  San  Francisco  City  Hall):  The  HCSM  P  Task  Force 
concluded  its  work,  discussing  a  draft  of  its  report  presenting  final  recommendations  for 
consideration  by  SFDPH  and  Planning. 


Harder  +  Company  facilitated  all  HCSMP  Task  Force  meetings  and,  with  SFDPH  support,  also  developed 
all  meeting-related  materials  including  agendas,  neighborhood  health  profiles,  and  post-meeting 
minutes. 


Public  Comment  at  Full  HCSMP  Task  Force  Meetings 


To  ensure  transparency  and  opportunity  for  community  feedback,  all  full  HCSMP  Task  Force  meetings 
took  place  in  different  community  locations  -  most  in  the  evening  -  and  allowed  substantial  time  for 
public  comment.  Harder  +  Company  facilitated  each  meeting's  public  comment  period  in  adherence  to 
designated  guidelines. 

While  allowed  to  focus  their  comments  on  any  topic  within  the  HCSMP  Task  Force's  purview,  facilitators 
encouraged  community  members  to  address  the  following  questions: 

•  What  is  working  in  terms  of  health  care  access  in  your  neighborhood? 

•  Who  in  your  neighborhood  has  trouble  getting  health  care  and  what  do  they  need? 

•  What  would  help  increase  health  access  for  people  in  your  neighborhood? 

Emergent  themes  from  each  meeting's  public  comment  period  informed  HCSMP  Task  Force  discussion 
as  well  as  the  recommendations  finalized  at  the  body's  final  meeting  on  May  24,  2012. 
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Summary  of  Task  Force  Issue  Meetings  and  Process 

In  addition  to  six  meetings  of  the  full  HCSMP  Task  Force,  members  supplemented  the  full  meeting 
schedule  with  four  issue-based  meetings  open  to  all  interested  members  of  the  HCSMP  Task  Force  and 
members  of  the  public.  These  meetings  served  to  allow  interested  Task  Force  members  to  discuss  the 
implications  of  key  policy  issues  on  health  care  access  as  highlighted  in  the  Ordinance.  Please  see  below 
for  a  summary  of  all  issue  meeting  dates,  topics,  and  discussions.  Please  note  that  all  issue-based 
meetings  took  place  at  San  Francisco  City  Hall  from  2  -  4:30pm  on  the  designated  date.  While  focused 
on  Task  Force  member  discussion,  all  issue  meetings  allowed  limited  time  for  public  comment.  SFDPH 
held  primary  responsibility  for  developing  issue-based  briefing  papers  and  related  presentations  for  the 
four  issue  meetings. 

•  Issue  Meeting  1,  Impact  of  Federal  Health  Reform  and  California's  1115  Medicaid  Waiver  on 
Patient  Demand  and  Facility  Capacity  (October  27,  2011):  The  first  HCSMP  Issue  Meeting 
focused  on  the  impact  of  federal  Health  Reform  and  California's  1115  Medicaid  Waiver  on 
patient  demand  and  facility  capacity.  Task  Force  Co-Chair  Ms.  Roma  Guy  opened  the  meeting, 
followed  by  an  issue-focused  presentation  by  SFDPH.  The  meeting  allowed  substantive  time  for 
Task  Force  discussion,  which  yielded  the  following  key  themes,  including  the  importance  of: 

o    Outreach  and  education  for  hard-to-reach  populations  and  underserved  communities, 
o    Developing  a  physician  population  willing  to  accept  new  Medi-Cal  patients,  the 

uninsured,  and  other  vulnerable  populations, 
o    Incentivizing  integrated  care,  particularly  for  mental  health  services  and  long-term  care, 
o    Health  information  technology. 

Toward  the  close  of  the  first  Issue  Meeting,  one  person  offered  public  comment,  advocating  for 
partnerships  with  community-based  organizations  for  the  purpose  of  outreach  and  education, 
such  as  informing  people  of  available  and  appropriate  services. 

•  Issue  Meeting  2,  Health  Care  Financing  (December  22,  2011):  The  second  HCSMP  Issue  Meeting 
focused  on  the  impact  of  health  care  finance  -  including  anticipated  changes  to  health  care 
finance  and  reimbursement  structures  under  Health  Reform  -  on  access  to  health  care  service  in 
San  Francisco.  Task  Force  Co-Chair  Ms.  Roma  Guy  opened  the  meeting,  followed  by  an  issue- 
focused  presentation  by  SFDPH.  The  meeting  allowed  substantive  time  for  Task  Force 
discussion,  which  yielded  the  following  key  themes,  including  the  importance  of: 

o    Recognizing  that  health  care  finance  impacts  the  delivery  of  and  access  to  quality  health 
care  services. 

o    Prioritizing  the  health  care  service  needs  of  San  Francisco's  vulnerable  populations  (e.g., 
Medi-Cal  recipients,  the  uninsured,  San  Francisco's  growing  elderly  population,  those 
with  mental  health  and  substance  use  issues). 

o    Social  determinants  of  health  when  identifying  and  addressing  health  care  access  issues. 

o    Meeting  patients  where  they  are  in  terms  of  service  provision  (e.g.,  offering  critical 
services  outside  of  traditional  business  hours,  providing  culturally  competent  services  to 
San  Francisco's  diverse  populations,  etc.). 

o    Collaboration  between  and  among  varied  service  providers  (e.g.,  schools,  the  medical 
community,  community-based  organizations)  to  meet  San  Francisco's  health  and 
wellness  needs  -  particularly  in  the  current  era  of  declining  resources. 
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•  Issue  Meeting  3,  Health  Care  Technology  and  Innovation  (February  23,  2012):  The  third  HCSMP 
Issue  Meeting  focused  on  health  information  technology  (HIT),  such  as  the  adoption  of 
Electronic  Health  Records,  and  innovations  that  promise  to  alter  the  health  care  landscape  going 
forward.  Task  Force  Co-Chairs  Ms.  Roma  Guy  and  Dr.  Tomas  Aragon  opened  the  meeting, 
followed  by  an  issue-focused  presentation  by  SFDPH.  The  meeting  allowed  substantive  time  for 
Task  Force  discussion,  which  yielded  the  following  key  themes,  including  the  importance  of: 

o  Promoting  Electronic  Health  Record  (EHR)  systems  that  are  interoperable  and  that 
capture  key  patient  data.  For  example,  EHRs  should  capture  data  that  facilitate  the 
provision  of  culturally  and  linguistically  competent  patient  care. 

o    Facilitating  receipt  of  Medicare  and  Medicaid  EHR  incentive  payments  for  community 
clinics. 

o    Telehealth  services  in,  potentially,  transcending  geographic  barriers  to  care,  provided 
such  services  are  accessible  to  San  Francisco's  vulnerable  populations. 

o    Innovation  in  improving  service  delivery  to  eliminate  health  disparities  and  reduce  costs. 

o    Collaboration  between  medical  providers  and  the  community  to  leverage  the  strengths 
of  each  partner  for  the  benefit  of  community  health. 

o    Advancing  an  actionable  Health  in  All  Policies  (HiAP)  initiative  in  San  Francisco  to 
address  the  social  determinants  of  health  that  result  in  health  inequities. 

•  Issue  Meeting  4,  Connectivity  (April  26,  2012):  The  fourth  and  final  Issue  Meeting  addressed 
more  fully  access,  or  "connectivity,"  gaps  in  San  Francisco's  health  care  delivery  system  such  as 
geographic  access  barriers  to  care  that  exist  despite  San  Francisco's  small  footprint  and 
extensive  transit  system.  The  Issue  Meeting  also  delved  into  connectivity  gaps  that  result  from 
residents'  health  literacy  and  cultural/linguistics  needs  versus  the  existing  health  care  system's 
capacity  to  tailor  care  in  a  manner  best  suited  to  the  patient.  Task  Force  Co-Chairs  Ms.  Roma 
Guy  and  Dr.  Tomas  Aragon  opened  the  meeting,  followed  by  an  issue-focused  presentation  by 
SFDPH.  The  meeting  allowed  substantive  time  for  Task  Force  discussion,  which  yielded  the 
following  key  themes,  including  the  importance  of: 

o    Ensuring  that  all  San  Franciscans  have  available  a  range  of  appropriate  transportation 
options  that  enable  them  to  reach  their  health  care  destinations  safely,  affordabiy,  and 
in  a  timely  manner. 

o    In  transportation  planning,  assessing  transit  access  to  smaller  clinics/health  care 

facilities  as  well  as  to  major  hospitals, 
o    Navigation  and  support  services  -  particularly  for  more  vulnerable  populations  such  as 

older  adults,  persons  with  disabilities,  and  those  with  behavioral  health  issues  -  in 

helping  patients  access  appropriate,  needed  care, 
o    Health  literacy  and  the  need  for  culturally  and  linguistically  appropriate  care, 
o    Location  in  terms  of  siting  and  accessing  needed  community  health  and  wellness 

services. 


HCSMP  Task  Force  Email  Feedback 


To  encourage  transparency  and  broad  community  participation  throughout  the  HCSMP's  development, 
SFDPH  created  a  HCSMP  Task  Force  webpage  and  corresponding  email  address 
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(hcsmptf.dph(S)sfdph.org),  which  launched  on  July  21,  2011.  Intended  to  offer  community  members 
another  means  by  which  to  submit  HCSMP  feedback,  SFDPH  staff  checked  the  HCSMP  Task  Force  email 
account  at  least  once  weekly,  responding  to  all  questions  in  a  timely  manner.  In  all,  the  Task  Force 
received  two  emails,  both  from  the  same  sender,  though  SFDPH  staff  also  received  emails  directly  from 
stakeholders  throughout  the  process.  SFDPH  disabled  the  HCSMP  Task  Force  email  address  in  June  2012 
at  the  close  of  the  Task  Force's  work.  The  HCSMP  Task  Force  webpage  remains  live  and  can  be  accessed 
via  the  SFDPH  webpage. 
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COMMUNITY  HEALTH  STATUS  ASSESSMENT  HIGHLIGHTS 


SFDPH  engaged  Harder+Company  Community  Research  (Harder+Company),  an  independent  consulting 
firm,  to  develop  its  Community  Health  Status  Assessment  (CHSA),  the  full  text  of  which  is  available  on 
the  SFDPH  w/ebsite.  The  CHSA  takes  a  comprehensive  look  at  the  health  status  of  San  Francisco  and 
helps  identify  priority  community  health  and  quality  of  life  issues.  This  CHSA  addresses  four  main 
questions:  How  healthy  are  San  Francisco  residents?  What  does  the  health  status  of  San  Francisco  look 
like?  What  health  services  and  resources  are  available  to  San  Francisco  residents?  What  are  the 
strengths  and  weaknesses  in  San  Francisco  that  contribute  to  health? 


The  CHSA  provides  data  for  more  than  150  indicators  over  the  following  10  broad-based  categories: 


•  Demographic  characteristics 

•  Socioeconomic  characteristics 

•  Health  resource  availability 

•  Quality  of  life 

•  Behavioral  risk  factors 

•  Environmental  health  indicators 

•  Social  and  mental  health 

•  Maternal  and  child  health 

•  Death,  illness  and  injury 

•  Communicable  disease 


CHSA  data  show  that,  overall,  San  Francisco  fares  well  in  key  health  areas  compared  to  other  counties  in 
the  state  and  the  nation;  however,  the  data  also  clearly  demonstrate  that  the  City  and  County  of  San 
Francisco,  with  its  diverse  population  and  contrasting  neighborhood  communities,  has  key  opportunities 
to  reduce  health  disparities  and  inequities. 

This  HCSMP  relies  in  large  part  on  the  CHSA,  which  was  developed  in  2011  and  2012.  However,  in 
instances  where  more  recent  data  were  available  and  showed  a  significant  difference  from  the  data 
included  in  the  CHSA,  the  updated  data  was  included  in  this  HCSMP.  The  following  is  a  summary  of  key 
findings  in  the  CHSA. 


San  Francisco  is  a  Culturally  Diverse  and  Changing  City  and  County 


General  Population  Characteristics 


San  Francisco  is  a  seven  by  seven  square  mile,  coastal,  metropolitan  city  and  county.  It  is  densely 

populated  with  culturally  diverse  neighborhoods  where  over 
twelve  different  languages  are  spoken.  The  most  recent  US  Census 
found  that  San  Francisco  has  a  population  of  805,235  people  and 
experienced  mild  growth  since  the  last  census  (four  percent). 
Although  San  Francisco  was  once  considered  to  have  a  relatively 
young  population,  it  has  experienced  a  decrease  among  children 
and  families  with  young  children;  there  are  more  families  moving 
out  of  San  Francisco  than  moving  in.  In  addition,  over  the  next  two 
decades,  it  is  estimated  that  55  percent  of  the  population  will  be  over  the  age  of  45,  and  the  population 


For  the  elderly,  like. ..my 
parents,  if  they  see  the  doctor, 
they  cannot  go  by  themselves. 
The  family  daughter  or  the  son 
has  to  go  with  them. 

-  Sunset/Richmond  Resident 
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over  age  75  will  increase  from  seven  percent  to  11  percent.  The  projected  grov^/th  in  San  Francisco's 
aging  population  has  implications  on  the  need  for  more  long-term  care  options  moving  forward. 


Exhibit  5.  Population  breakdown  by  age  and  sex  compared  to  California 

San  Francisco 


Age  Groups 
_^  (2010) 

Under  5 

5  to  14 

15  to  24 

25  to  44 

45  to  64 

65  to  74 

75  and  older 


Number 

Male       Female  Total  Male 

17,963       17,240  35,203  4.4 

27,933      26,828  54,761  6.8 


Percentage 
Female  Total 


158,699  143,103  301,802  38.9 
109,972  98,431  208,403  26.9 
25,592       28,730      54,322  6.3 


22,146      33,374  55,520 


5.4 


Total  408,462     396,773  805,235 

Source:  US  Census  Bureau,  2010 


4.3 


6.8 


36.1 


8.4 


4.4 


6.8 


46,157       49,067       95,224         11.3  12.4  11.8 


37.5 


24.8  25.9 
7.2  6.7 


6.9 


California 
Percentage 
Male       Female  Total 


7.0 


14.1 


15.7 


28.7 


24.6 


5.7 


4.3 


6.6 


13.3 


14.4 


27.7 


25.3 


6.5 


6.3 


6.8 


13.7 


15.0 


28.2 


24.9 


6.1 


5.3 


Between  2000  and  2010,  San  Francisco  experienced  increases  in  the  proportion  of  residents  who  are 
Asian,  Latino,  some  other  race,  two  or  more  races  and  American  Indian/Alaska  Native.  The  proportion  of 
the  population  that  is  White,  African-American,  and  Pacific  Islander  decreased.  In  addition  to  the 
deceasing  proportion  of  African-Americans  and  Pacific  Islanders,  these  communities  also  experienced 
declines  in  actual  numbers  between  2000  and  2010.  The  exhibit  below  provides  a  breakdown  by  race 
and  ethnicity  and  shows  the  change  in  the  population  since  2000. 


Exhibit  6.  San  Francisco  population  breakdown  by  race  and  ethnicity,  2000  to  2010 


San  Francisco,  2000 

San  Francisco,  2010 

Trend 

Race  and  Ethnicity 

Number 

Percent 

Number 

Percent 

2000  -2010 

Total  Population 

766,733 

805,235 

White 

385,728 

49.7 

390,387 

48.5 

si/ 

Asian 

239,565 

30.8 

267,915 

33.3 

Hispanic  or  Latino  (of  any  race) 

109,504 

14.1 

121,774 

15.1 

Black  or  African  American 

60,515 

7.8 

48,870 

6.1 

Some  other  race 

50,368 

6.5 

53,021 

6.6 

Two  or  more  races 

33,255 

4.3 

37,659 

4.7 

1^ 
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mm 

San  Francisco,  2000 

San  Francisco,  2010 

Trend 

Race  and  Ethnicity  "^^^^r 

Number 

Percent 

Number 

Percent 

2000  -2010 

American  Indian  and  Alaska  Native 

3,458 

0.4 

4,024 

0.5 

Native  Hawaiian  or  other  Pacific  Islander 

3,844 

0.5 

3,359 

0.4 

Source:  US  Census  Bureau  2000  and  2010 

NOTE:  The  percentages  represent  the  proportion  of  the  total  population  that  identifies  with  the  corresponding 
race/ethnicity  category.  For  the  US  Census  people  were  able  to  mark  more  than  one  race  category.  Additionally  Hispanic 
origin  is  an  ethnicity  that  is  calculated  separate  from  race  categories.  The  percents,  therefore  do  not  add  up  to  100%. 


Income  Inequality  and  Poverty 


Although  the  median  household  income  in  San  Francisco  seems  relatively  high  at  $70,040,  San  Francisco 
has  the  largest  Income  inequality  of  the  nine  Bay  Area  counties,  as  indicated  in  the  exhibit  below. 
Income  inequality  is  directly  related  to  health  inequality,  with  higher  income  linked  to  better  health:  The 
greater  the  gap  between  the  richest  and  poorest  people,  the  greater  the  differences  in  health. 


Exhibit  7.  Income  inequality  in  Bay  Area  counties,  2006-2010 

County 

Gini  coefficient* 
(larger  values  indicate  greater  inequality)  ^ 

San  Francisco 

0.51 

Marin 

0.50 

San  Mateo 

0.47 

Alameda 

0.46 

Napa 

0.46 

Contra  Costa 

0.45 

Santa  Clara 

0.45 

Sonoma 

0.44 

Solano 

0.40 

*The  Gini  coefficient  measures  the  distribution  of  income  relative  to  the  distribution  of  people  - 
how  much  income  do  the  poorest  10  percent  of  the  population  control,  the  poorest  20  percent, 
and  so  on.  The  Gini  coefficient  ranges  from  0  to  1,  and  larger  values  indicate  greater  inequality. 
Source:  Sustainable  Communities  Index 

Income  disparities  also  exist  among  San  Francisco  neighborhoods  as  indicated  in  Exhibit  8. 
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Exhibit  8.  IVIedian  household  income  by  neighborhood,  2005-2009 


Poverty  rates  exceed  the  city/county  average  for  the  following  groups  of  people:  females,  people  age  65 
and  older,  Blacks/ African  Americans,  people  of  "other"  race,  people  of  two  or  more  races.  Latinos,  and 
single  female-headed  households.  Please  note  that  increasing  housing  prices  and  lack  of  affordable 
housing  contribute  to  widening  income  and  poverty  disparities  in  San  Francisco  by  forcing  moderate  and 
middle  income  families  to  find  housing  outside  of  the  city. 


i-lealth  Burdens  in  San  Francisco  Tied  to  Social  Determinants  of  Health 


Social  determinants  of  health  are  the  economic  and  social  conditions  that  influence  the  health  of 
individuals,  communities,  and  jurisdictions  as  a  whole.  According  to  the  World  Health  Organization,  "The 
social  determinants  of  health  are  the  circumstances  in  which  people  are  born,  grow  up,  live,  work  and 
age,  and  the  systems  put  in  place  to  deal  with  illness.  These  circumstances  are  in  turn  shaped  by  a  wider 
set  of  forces:  economics,  social  policies,  and  politics."^  Examples  of  social  determinants  include  physical 
environments,  employment  and  work  conditions,  social  protection  across  the  lifespan,  use  of  natural 
resources,  and  distribution  of  power,  money,  and  resources  by  gender,  race,  class,  etc.  These  social 
determinants  are  tied  to  health  inequities:  The  systemic,  avoidable,  and  unjust  differences  in  health 
status  and  mortality  (death)  rates.  This  section  highlights  specific  health  outcomes,  conditions  or  events 
that  have  a  higher  than  average  burden  on  individuals,  communities  or  heath  care  providers.  Close 
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examinations  of  the  healtli  outcomes  alongside  the  social  determinants  of  health  reveal  health 
disparities  that  disproportionately  affect  specific  San  Francisco  subpopulations. 


Mortality  by  Race/Ethnicity  in  San  Francisco 


Although  the  overall  death  rate  in  San  Francisco  (601  per  100,000)  is  lov^^erthan  the  state  and  the  nation 
(666  and  741  per  100,000  respectively),  Blacks/ African  Americans  in  San  Francisco  experience  a 
disproportionately  higher  death  rate  than  all  other  racial/ethnic  groups  as  shown  in  the  following 
exhibits. 


Exhibit  9.  Age-adjusted  male  death  rates  per  100,000  population  by  race/ethnicity,  2004-2007 


\Jt  UCOLII  lUI    II  ICl  Iw^ 

Asian 
death  rate 

Black 
death  rate 

Latino  White 
death  rate         death  rate 

Overall  San 
death  rate 

All  death  rates  are  per  100,000  population 

1  Ischemic  heart  disease 

219.1 

101.9  148.8 

128.8 

2  Lung  cancers 

52.0 

84.4 

51.2 

51.0 

3  Stroke 

48.8 

72.2 

38.6  ; 

43.8 

,  Chronic  Obstructive 
4 

Pulmonary  Disease  (COPD) 

30.8 

56.6 

38.1 

34.7 

5  Hypertensive  heart  disease 

90.2 

20.4  38.1 

32.8 

6  Pneumonia 

25.7 

42.5 

7  8  36.9 

31.2 

7  HIV/AIDS 

78.1 

35.0 

27.6 

g  Alzheimer's,  other 
dementia 

21.9 

37.9 

70,0  29.7 

25.8 

9  Colon  cancers 

16.1 

36.4 

21.2 

18.8 

10  Drug  overdose 

72.6 

:  22.1 

18.8 

Bold  =  higher  than  Sf  rate  Green  -  lowest  of  other  ethnicities  Red  =  highest  of  other  ethnicities 
Source:  California  Department  of  Public  Health  2004-2007,  calculated  by  SFDPH 
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Exhibit  10.  Age-adjusted  female  death  rates  per  100,000  population  by  race/ethnicity,  2004-2007 

Causes  of  death  for  females  .  ^^/^"^ 

death  rate 

All  death  rates  are  per  100,000  population 


Black 
death  rate 


Latino 
death  rate 


White 
death  rate 


Overall  San 
Francisco 
death  rate 


1  Ischemic  heart  disease 

139.1 

59.9 

91.4 

79.1 

2  Strol<e 

45.4 

63.9 

31.1 

38.2 

42.3 

3  Lung  cancers 

22.7 

57.9 

35.8 

29.3 

^  Alzheimer's,  other 
dementia 

38.4 

25.0 

37.1 

29.2 

5  Hypertensive  heart  disease 

17.1 

62.4 

21.6 

22.2 

6  Pneumonia 

17.1 

23.1 

24.5 

20.2 

7  Breast  cancer 

12.6 

30.1 

26.6 

19.5 

8  COPD 

23.5 

9.5 

24.2 

15.6 

9  Colon  cancers 

24.9 

12.4 

12.5 

10  Diabetes  mellitus 

11.2 

33.8 

11.0 

11.1 

Bold  =  higher  than  SF  rate  Green  =  lowest  of  other  ethnicities  Red  =  highest  of  other  ethnicities 
Source:  California  Department  of  Public  Health  2004-2007,  calculated  by  SFDPH 

This  trend  is  even  more  pronounced  when  examining  premature  deaths.  Black/ African  American  men 
and  women  experience  the  highest  number  of  years  of  life  lost  (number  of  deaths  multiplied  by  a 
standard  life  expectancy  at  the  age  at  which  death  occurs)  for  all  causes  of  premature  death  -  even 
though  Blacks/African  Americans  represent  just  over  six  percent  of  San  Francisco's  total  population. 


Poor  Prenatal  Care  and  Birth  Outcomes 

Although  San  Francisco  fares  well  overall  in  the  area  of  prenatal  care  and  birth  outcomes  (rating  at  or 
better  than  state  outcomes  and  national  benchmarks),  there  exist  major  disparities  by  race/ethnicity 
and  neighborhood  as  seen  in  Exhibit  11  through  Exhibit  14,  below. 

When  examining  birth  data  by  San  Francisco  zip  codes,  there  are  areas  that  stand  out  as  having  higher 
than  the  city/county  rate  in  all  of  the  following  three  areas:  receiving  no  first  trimester  prenatal  care, 
low  birth  weight  babies,  and  preterm  births,  as  seen  in  Exhibit  11  through  Exhibit  13  below.  Those  zip 
codes  include  94102  (Tenderloin,  for  no  first  trimester  prenatal  care  only),  94104  (South  of  Market), 
94112  (Excelsior),  94124  (Bayview-Hunters  Point),  and  94134  (Visitacion  Valley). 
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Exhibit  11.  Percentage  of  mothers  who  received  no  first  trimester  prenatal  care  in  SF  neighborhoods 
that  have  higher  rates  than  the  citywide  average  (2010) 


HP2020 
Target,  22% 

/ 

31% 

22% 

18% 

SF,  1: 

/ 

i% 

17% 

r 

20% 

94102  94104  (South  of  94112  (Excelsior)  94124  (Bayview-  94134  (Visitacion 
(Tenderloin)  Market)  Hunters  Point)  Valley) 


Source:  California  Department  of  Public  Health  Birth  Files,  calculated  by  SFDPH,  2010 


Exhibit  12.  Percentage  of  low/very  low  birth  weight  babies  in  SF  neighborhoods  that  have  higher  rates 
than  the  citywide  average  (2010) 
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Exhibit  13.  Percentage  of  pre-term  births  (less  than  37  weel<s  gestation)  in  SF  neighborhoods  that  have 
higher  rates  than  the  citywide  average  (2010) 


HP2020 
Target,  11% 


12% 

 J  . 

11% 

11"<- 

\ 

SF,  8.5% 

9% 

94104  (South  of        94112  (Excelsior)        94124  (Bayview-        94134  (Visitacion 
Market)  Hunters  Point)  Valley) 

Source:  California  Department  of  Public  Health  Birth  Files  2010,  calculated  by  SFDPH 


In  addition  to  poor  maternal  and  child  health  outcomes,  the  neighborhoods  displayed  in  Exhibit  11 
through  Exhibit  13  as  well  as  the  Black/ African  American  population  in  San  Francisco  all  experience 
higher  rates  of  poverty,  higher  rates  of  single  female-headed  households,  and  lower  levels  of 
education  compared  to  the  city  overall. 

When  examining  mortality  outcomes  by  race/ethnicity  in  San  Francisco,  it  is  clear  that  there  are  much 
higher  peri-  and  post-natal  death  rates  among  Blacks/ African  Americans,  as  illustrated  in  Exhibit  14. 
The  perinatal  death  rate  among  Blacks/ African  Americans  was  five  times  higher  than  San  Francisco's 
rate  and  the  infant  death  rate  was  six  times  higher.  "Other  race"  also  has  much  higher  peri-  and 
postnatal  death  rates. 
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Exhibit  14.  Perinatal  and  infant  mortality  rates  per  1,000  in  San  Francisco  by  race/ethnicity  (2008) 


30.7 


■  Perinatal  Deaths 
1  Infant  Deaths 


19.8 


SF  Infant  =  5.6 
SF  Perinatal  =  4.9 


13.2 


10.2 


5.2  5.7 


3.4  2.9 


3.2  3.2 


Hispanic  White  Black  Asian/Pacific         Other  race 

Islander 

Source:  CDPH  Improved  Perinatal  Outcome  Data  Report  2008,  California  County  Profile 
Safety  and  Violent  Crime 

The  overall  death  rate  in  San  Francisco  has  decreased  over  time;  how/ever,  homicide  is  one  cause  of 
death  that  had  increased  significantly  In  the  recent  past.  Between  2000-2003  and  2004-2007  homicides 
increased  by  48  percent,  and  homicide  rose  from  the  19th  to  11th  leading  cause  of  death  among  men  in 
San  Francisco.  (Homicide  data  is  analyzed  in  three-year  increments  to  increase  the  stability  of  the 
resulting  rates.)  When  examining  premature  causes  of  death  among  males,  it  is  the  third  leading  cause 
of  death;  the  average  age  of  male  death  due  to  homicide  is  32  in  San  Francisco.  While  recent  data  from 
the  San  Francisco  Police  Department  show  a  dramatic  decline  in  the  number  of  homicides  between 
2007  and  2009  (see  exhibit  below),  disparities  across  racial/ethnic  groups  still  exist. 
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Exhibit  15.  Number  of  homicides  of  San  Francisco  residents  by  race/ethnicity,  2001-2009 


2001 

2002 

2003 

2004 

2005 

2006 

2007 

2008 

2009 

White 

14 

10 

12 

8 

13 

11 

14 

10 

9 

Asian 

6 

6 

4 

7 

4 

7 

4 

4 

3 

Latino 

15 

8 

15 

10 

15 

16 

18 

23 

8 

Black/ African 

26 

27 

24 

41 

39 

33 

34 

35 

21 

American 

Hawaiian/Pacific 
Islander 


0 

0 
0 

1 
3 

65 


Native  American 
Other 
Multi-race 
Unknown 
TOTAL 

Source:  San  Francisco  Police  Department  Compstat  2012 


0 

0 
0 
0 
0 
51 


0 

0 
0 
3 
0 

58 


2 

0 
0 
1 
0 

69 


1 

0 
0 
1 
0 

73 


0 
0 
0 
5 
0 

72 


2 

0 
0 
1 
0 

73 


2 

1 
0 
2 
1 

78 


0 
0 
0 
0 
0 

41 


San  Francisco  has  an  annual  violent  crime  rate  of  853  per  100,000,  which  is  higher  than  both  the  state 
average  (520  per  100,000)  and  the  national  benchmark  (100  per  100,000).^  Exhibit  16  he\o\N  displays 
rates  of  homicide,  physical  assault,  and  rape/sexual  assault  for  the  10  neighborhoods  with  the  highest 
rates  of  these  violent  crimes.  The  following  neighborhoods  appear  in  the  top  10  for  all  three  categories: 
Bayview-Hunters  Point,  Downtown/Civic  Center,  Financial  District,  Golden  Gate  Park,  Mission,  North 
Beach,  and  South  of  Market. 


Exhibit  16,  Violent  crime  by  San  Francisco  neighborhood*,  2005-2007 


Neighborhood 
Golden  Gate  Park 

Bayview-Hunters  Point 

South  of  Market 

Potrero  Hill 

Downtown/Civic  Center 
Mission 

Visitacion  Valley 
Western  Addition 
Financial  District 
North  Beach 


Homicides  per 
1,000 
population 

7.4 
1.4 
0.9 
0.8 
0.5 
0.5 
0.5 
0.5 
0.3 
0.3 


Neighborhood 
Golden  Gate  Park 

Financial  District 

South  of  Market 

Downtown/Civic  Center 

Bayview-Hunters  Point 

North  Beach 

Mission 

Chinatown 

Potrero  Hill 

Castro/Upper  Market 


Physical 
assaults  per 
1,000 

population  Neighborhood 


1,074  Golden  Gate  Park 

209  South  of  Market 

167  Financial  District 

160  Treasure  Island/YBI 

75  Downtown/Civic  Center 

71  Mission 

69  Bayview-Hunters  Point 

56  Chinatown 

52  North  Beach 

49  Visitacion  Valley 


Rape  /  sexual 
assault  per 

1,000 
population 

51.5 
9.0 
7.1 
6.7 
4.3 
2.7 
2.4 
2.4 
2.3 
2.1 
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Neighborhood 

Ocean  View 

SAN  FRANCISCO 


Homicides  per 
1,000 
population 

0.3 


Neighborhood 


Physical 
assaults  per 
1,000 

population  Neighborhood 


0.3 


SAN  FRANCISCO 


44 


SAN  FRANCISCO 


Rape  /  sexual 
assault  per 

1,000 
population 


1.7 


Source:  Sustainable  Communities  Index 

*Neighborhoocls  that  appear  in  all  three  violent  crime  categories  are  bolded.  Certain  areas  such  as  Golden  Gate  Park,  industrial 
areas  ofBayview,  and  the  Financial  District,  have  comparatively  high  rates  of  violent  crime  due  to  low/  residential  population 
density  that  does  not  include  estimates  of  daily  visitors  to  the  area.  Other  neighborhoods,  such  as  the  Civic  Center,  Mission,  and 
South  of  Market,  have  both  high  numbers  of  violent  crime  incidents  and  high  rates  of  violent  crime  relative  to  population 
density. 


Pedestrian  Injuries  and  Deaths 


Exhibit  17  below  shows  the  number  and  rate  of  pedestrian  injuries  and  deaths  for  the  10  San  Francisco 
neighborhoods  with  the  highest  rates.  In  nearly  all  neighborhoods  listed,  pedestrians  are  at  greater  risk 
for  injury  and  death  than  the  city/county  overall. 

Exhibit  17.  Rate  and  number  of  severe  and  fatal  pedestrian  injuries  by  neighborhood,  2006-2010 


Neighborhood 

Annual  rate 
per  100  road  miles* 

Number  of 
severe  and  fatal  pedestrian  injuries 
(2006-2010) 

Downtown/Civic  Center 

39 

47 

Chinatown 

37 

9 

South  of  IVIarket 

23 

48 

Financial  District 

21 

25 

North  Beach 

20 

15 

Nob  Hill 

20 

11 

Western  Addition 

16 

31 

Crocker  Amazon 

12 

8 

Pacific  Heights 

11 

32 

IVlission 

11 

32 

San  Francisco 

8 

467 

*  Annual  rate  calculated  from  2006-2010  SWITRS  data  and  San  Francisco  streets  file. 
Source:  Sustainable  Communities  Index,  SFDPH 
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Preventable  Emergency  Room  Visits 


Information  on  preventable  emergency  room  visits  is  often  used  as  an  indicator  of  the  availability  and 
use  of  primary  care  services:  People  that  do  not  have  access  to  preventive  health  services  or  primary 
care  often  rely  on  emergency  care  to  treat  conditions  that  would  best  be  addressed  in  primary  care 
settings.  These  conditions  range  from  primary  care  services  such  as  pregnancy  exams  and  eye  exams  to 
bacterial  and  parasitic  infections.  Additionally,  because  people  that  do  not  have  access  to  preventive 
health  services  or  primary  care  delay  seeking  health  services,  they  often  suffer  from  more  severe 
outcomes  due  to  infections  and  unmanaged  chronic  conditions. 

The  rate  of  preventable  emergency  room  visits  in  San 
Francisco  in  2006-2008  was  238  per  10,000.  According 
to  Health  Matters  in  San  Francisco,  the  target  for  San 
Francisco  is  235  per  10,000.  The  exhibit  below  shows 
how  rates  of  preventable  emergency  room  visits  vary 
by  neighborhood  areas  in  San  Francisco.  The 
Tenderloin,  South  of  Market  and  Bayvlew-Hunters 
Point  neighborhoods  far  exceed  the  citywide  rate  as 
well  as  San  Francisco's  goal. 

Exhibit  18.  Rates  of  preventable  emergency  room  visits  by  select  San  Francisco  neighborhoods,*'^ 
2006-2008 


*  Rates  per  10,000  population 

"  These  neighborhoods  correspond  to  communities  in  which  Health  Care  Services  Master  Plan  meetings  were  held,  based  on  an 
analysis  ofrisl<  indicators  from  Health  Matters  in  San  Francisco. 
Source:  Health  Matters  in  San  Francisco,  2006-08  Measurement  Period 
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The  two  neighborhoods  with  the  highest  rates  of  preventable  emergency  room  visits  -  Tenderloin  and 
South  of  Market  -  are  also  areas  that  appear  to  have  the  highest  concentration  of  primary  care  health 
centers.  These  two  neighborhoods,  however,  are  also  among  the  most  densely  populated,  experience 
high  rates  of  poverty,  have  a  high  rate  of  homelessness  and  experience  poor  pregnancy  and  birth 
outcomes  as  described  above. 


Obesity 


San  Francisco's  obesity  rate  is  17.2  percent,  which  is  lower  than  the  state  rate  (22.7  percent).  Among 
San  Franciscans,  however,  the  group  most  at  risk  for  being  obese  is  Latinos,  as  seen  below  in  Exhibit  19. 
More  than  half  (57  percent)  of  Latino  adults  in  San  Francisco  are  obese  with  a  rate  far  exceeding  the 
state  rate  and  national  benchmark. 


Exhibit  19.  Percentage  of  adults  who  are  overweight  or  obese  by  race/ethnicity  (2009) 


Race/Ethriicity 

Percent  Overweight 
(BMI  25.0-29.9) 

Percent  Obese 
(BMI  30.0  or  higher) 

National  Benchmark 
for  Percent  Obese 

San  _ 

California 

Francisco 

San 
Francisco 

California 

(percent  of  adults 
that  report  a  BMI>30) 

Black  (non-Latino) 

40.0* 

36.8 

33.4* 

27.6 

White  (non-Latino) 

31.4 

33.9 

13.2 

21.1 

Asian  (non-Latino) 

22.0 

24.4 

7.1* 

7.2 

Latino 

17.4* 

36.4 

56.9 

29.9 

28.5 

5.5* 

24.0 

Two  or  More  Races  (non-Latino) 

14.2* 

All 

26.7 

33.6 

17.2 

22.7 

25.0** 

*Statistically  unstable  -  has  not  met  the  criteria  for  a  minimum  number  of  respondents  needed  and/or  has  exceeded 
an  acceptable  value  for  coefficient  of  variance. 

**  Benchmark  is  from  2012  County  Health  Rankings;  represents  the  90th  percentile  nationally. 
Source:  CHIS,  2009 


Tuberculosis 


In  2011, 108  new  cases  of  active  tuberculosis  (TB)  were  diagnosed  in  San  Francisco.  San  Francisco  ranks 
third  in  California  with  13.4  cases  per  100,000  compared  to  5.8  cases  per  100,000  statewide.^  Data 
show  that  Asians  bear  the  largest  burden  of  new  TB  cases,  corresponding  with  San  Francisco's 
population  trend  of  having  a  much  higher  proportion  of  Asians  compared  to  California. 


Cardiovascular  Diseases  among  Leading  Causes  of  Death  in  San  Francisco  Overall 

Though  San  Francisco's  death  rate  is  lower  than  that  of  both  California  and  the  United  States,^"  San 
Francisco  mirrors  the  nation  in  that  cardiovascular  diseases  are  among  the  leading  causes  of  death 
among  male  and  female  residents.  As  indicated  in  the  following  two  exhibits,  cardiovascular  diseases 
such  as  ischemic  heart  disease  and  stroke  are  among  the  leading  causes  of  death  for  men  and  women  in 
San  Francisco. 
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Exhibit  20.  Age-adjusted  leading  causes  of  death  for  males  in  San  Francisco,  2000-2003  and  2004-2007 


f*  1  irront 

Rank 

Causes  for  Males 

Deaths 

Rate  per 
100,000 
('04-'07) 

Rank  for 
'00-'03 

Change  ii 
Rank 

1 

Ischemic  heart  disease 

2023 

128.8 

1 

— 

2 

Lung,  bronchus,  trachea  cancer 

813 

51.0 

3 

3 

Cerebrovascular  disease  (stroke) 

682 

43.9 

2 

A/ 

4 

Chronic  obstructive  pulmonary  disease  (COPD) 

541 

34.7 

4 



5 

Hypertensive  heart  disease 

529 

32.8 

5 

— 

6 

Lower  respiratory  infection 

482 

31.2 

6 

~ 

7 

HIV/AIDS 

519 

27.6 

7 

8 

Alzheimer's,  other  dementia 

391 

25.8 

10 

9 

Colon,  rectum  cancer 

298 

18.8 

9 

10 

Drug  overdose,  unintentional 

357 

18.8 

13 

11 

Violence/assault,  all  mechanisms  (homicide) 

255 

17.7 

19 

ALL  CAUSES 

12,442 

773.7 

899.3 

*  Cardiovascular  diseases  bolded  in  exhibit  above. 

Sources:  SFDPH  Population  Health  and  Prevention  epidemiology  analysis  ofCA  Master  Death  Data  Files,  2000-2003  and  2004- 
2007  per  100,000  using  year  2000  US  standard  population 


Exhibit  21.  Age-adjusted  leading  causes  of  death  for  females  in  San  Francisco,  2000-2003  and 
2004-2007 


Rank 

Causes  for  Females 

Deaths 

Rate  per 
100,000 
('04-'07) 

Rank  for 
'00-'03 

Change  in 
Rank 

1 

Ischemic  heart  disease 

1938 

79.1 

1 

2 

Cerebrovascular  disease  (stroke) 

1007 

42.3 

2 

3 

Lung,  bronchus,  trachea  cancer 

600 

29.3 

3 

4 

Alzheimer's,  other  dementia 

793 

29.2 

6 

5 

Hypertensive  heart  disease 

518 

22.2 

4 

6 

Lower  respiratory  infection 

511 

20.0 

5 

7 

Breast  cancer 

383 

19.5 

7 

8 

COPD 

356 

15.6 

8 

9 

Colon,  rectum  cancers 

279 

12.5 

9 
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Rank  Causes  for  Females  ^^^HRP         Deaths  100,000        ^'^Jq'^  ^'^Rank 

10    Diabetes  mellitus  244  11.1  10 

ALL  CAUSES  11,089  494.7  575.9  P 

*  Cardiovascular  diseases  bolded  in  exhibit  above. 

Sources:  SFDPH  Population  Health  and  Prevention  epidemiology  analysis  ofCA  Master  Death  Data  Files,  2000-2003  and  2004- 
2007 per  100,000  using  year  2000  US  standard  population 


Many  Health  Care  Resources  Available  to  San  Francisco  Residents 


Health  care  resource  data  in  the  CHSA  show  the  following: 

•  94  percent  of  San  Franciscans  between  the  ages  of  18-64  either  had  health  insurance  or  were 
enrolled  in  Healthy  San  Francisco. "'^^ 

•  95  percent  of  children  under  18  had  health 

13 


High  Rate  of  Primary  Care  Providers 


San  Francisco  has  more  than  twice  the 
rate  of  primary  care  providers  than 
California,  ranks  better  than  all  other 
counties  -  and  far  exceeds  the 
national  benchmark. 


insurance 

•  Nearly  all  adults  65  and  older  had  health  insurance.^* 

•  The  ratio  of  population  to  primary  care  physicians  in 
San  Francisco  is  401:1.  San  Francisco  ranks  above  all 
other  counties  in  the  state  for  this  measure  and  far 
outpaces  the  national  benchmark  (631:1). 

•  There  are  at  least  55  primary  care  health  centers  in 
San  Francisco. 

•  The  ratio  of  population  to  mental  health  providers  in  San  Francisco  is  571:1  compared  to  1,853:1 
statewide.  San  Francisco  ran  ks  2"^* forth  is  measure  statewide  after  Marin. 

•  The  number  of  dentists  per  100,000  population  in  San  Francisco  is  219,  compared  to  85 
statewide.^^'^^ 

•  In  San  Francisco,  there  are  3.0  licensed  available  general  acute  care  hospital  beds  per  1,000 
population  compared  to  1.9  per  1,000  statewide.^" 

These  data  appear  to  show  that  there  are  many  health  care  resources  available  to  San  Francisco 
residents;  however,  availability  does  not  necessarily  equate  with  accessibility.  In  spite  of  these 
resources,  there  are  still  very  high  rates  of  preventable  emergency  room  use  by  residents  in  certain 
neighborhoods,  and  there  are  communities  and  subpopulations  experiencing  the  health  disparities  and 
inequities  described  above.  For  example,  according  to  the  2011  National  Transgender  Discrimination 
Survey,^^  in  California,  15  percent  of  respondents  in  California  reported  being  refused  medical  care  due 
to  their  gender  identity /expression  and  28  percent  reported  postponing  medical  care  for  fear  of 
discrimination. 
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ASSESSMENTS  OF  CURRENT  AND  PROJECTED  COMMUNITY  HEALTH  NEEDS 


Health  System  Trends  Assessment 

Health  Reform  +  California's  1115  Medicaid  Waiver 

Overview  of  Health  Reform 


On  March  23,  2010,  President  Obama  signed  H.R.  3590,  the  Patient  Protection  and  Affordable  Care  Act, 
and  H.R.  4872,  the  Health  Care  and  Education  Reconciliation  Act  of  2010.  These  bills  make  historic 
changes  to  the  US  health  care  system  and  are  referred  to  collectively  here  as  "Health  Reform."  Health 
Reform  requires  most  US  citizens  and  legal  residents  to  have  health  insurance.  To  help  individuals  meet 
that  requirement.  Health  Reform  expands  eligibility  for  Medicaid,  creates  new  online  health  insurance 
marketplaces  called  Health  Benefit  Exchanges,  and  creates  new  requirements  for  private  health 
insurance  providers  to  make  health  insurance 
more  accessible  and  affordable.  Health  Reform 
also  makes  investments  in  public  health, 
including  prevention  and  wellness  programs, 
and  the  healthcare  workforce.  The  most 
significant  provisions  of  Health  Reform  -  those 
that  extend  health  insurance  coverage  to  the 
currently  uninsured  -  become  effective  on 
January  1,  2014. 

On  November  2,  2010,  the  federal  Center  for 
Medicare  and  Medicaid  Services  (CMS) 
approved  California's  current  1115  Medicaid 
Waiver.  Viewed  as  "A  Bridge  to  Reform,"  the 
waiver  makes  available  approximately  $10 
billion  in  federal  funds  over  the  five-year 
period  from  November  1,  2010  through 
October  31,  2015  to: 

•  Provide  health  care  coverage  for  low- 
income  individuals  who  will  become 
eligible  for  Medi-Cal  (California's 
Medicaid  program)  or  subsidies  under 
Covered  California  (California's  Health 
Benefit  Exchange)  when  those 
provisions  of  Health  Reform  are  implemented  in  2014; 

•  Provide  for  the  mandatory  transition  of  some  seniors  and  persons  with  disabilities  from  fee-for- 
service  to  managed  care  Medi-Cal; 

•  Provide  funding  for  California's  public  hospital  safety  net; 

•  Fund  uncompensated  care  costs;  and 

•  Provide  for  other  program  enhancements. 


64,000  - 117,000 

Current  Number  of  Uninsured  Nonelderly 
San  Franciscans  (Ages  0-64) 

The  San  Francisco  Department  of  Public  Health 
(SFDPH)  relies  on  the  California  Health  Interview 
Survey  (CHIS)  to  estimate  its  number  of  uninsured 
residents. '^^  CHIS'  most  recent  survey,  from  2009, 
indicates  that  9  percent  of  nonelderly  San 
Franciscans  (ages  0-64)  were  uninsured  at  the  time 
of  the  survey  and  16.4  percent  of  nonelderly  San 
Franciscans  were  uninsured  for  all  or  part  of  2009.^^ 
This  translates  to  64,000  and  117,000  nonelderly 
uninsured  San  Franciscans,  respectively.  While 
measuring  the  number  of  persons  uninsured  for  all 
or  part  of  a  given  year  may  overestimate  the  size  of 
San  Francisco's  uninsured  population,  this  figure 
provides  a  useful  upper  bound  of  need  when 
considering  San  Francisco's  capacity  to  meet 
increased  health  care  demand  following  the 
implementation  of  Health  Reform.  Therefore,  this 
section  of  the  HCSMP  will  rely  on  the  "uninsured 
for  all  or  part  of  the  year"  estimate  in  its  analysis. 
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Key  Legislative  Components  of  Health  Reform 


Individual  Mandate 

Beginning  January  1,  2014,  most  US  citizens  and  legal  residents  will  be  required  to  have  baseline  health 
insurance.^'*  To  help  people  meet  this  requirement,  Health  Reform  enacted  a  series  of  policies  to 
expand  access  to  health  insurance.  These  include  expanding  eligibility  for  Medicaid,  creating  subsidies 
for  low-income  individuals  purchasing  health  insurance  on  the  private  market,  and  enacting  health 
insurance  reforms  to  ensure  increased  or  continued  access  to  private  and  employer-sponsored  health 
insurance. 

Health  Benefit  Exchanges 

Health  Insurance  Marketplace  for  US  Citizens  and  Legal  Immigrants 

Health  Reform  requires  states  to  create  health  benefit  exchanges  through  which  individuals  or  small 
businesses  may  purchase  health  insurance.  Citizens  and  legal  immigrants  and  employers  with  up  to  100 
employees  may  purchase  coverage  through  an  exchange.  All  plans  offered  in  the  exchanges  will  be 
required  to  offer  benefits  that  meet  a  minimum  set  of  standards.  Insurers  will  offer  four  levels  of 
coverage  that  vary  by  premiums,  out-of-pocket  costs,  and  benefits  beyond  the  minimum  requirements 
plus  a  catastrophic  coverage  plan.  California's  health  benefit  exchange,  Covered  California,  is  likely  to  be 
the  largest  exchange  operated  by  a  single  state,  with  as  many  as  8.3  million  residents  expected  to  be 
eligible  for  coverage.  Covered  California  also  will  provide  resources  to  connect  low-income  Caiifornians 
to  federal  subsidies  for  health  coverage  or  government  programs  such  as  Medicaid. 

Subsidies  for  Low  Income  Individuals  and  Families 

Premium  credits  will  be  provided  to  individuals  and  families  with  incomes  between  138  percent  (per 
Modified  Adjusted  Gross  Income  calculations)  and  400  percent  of  FPL  to  help  them  purchase  insurance 
through  Covered  California.  These  subsidies  will  be  offered  on  a  sliding  scale  basis  and  will  limit  the  cost 
of  the  insurance  premiums  to  between  two  percent  of  income  for  people  with  incomes  up  to  138 
percent  of  FPL  and  nine  percent  of  income  for  people  with  incomes  between  300  and  400  percent  of 
FPL.  Cost-sharing  subsidies  will  also  be  available  to  people  with  incomes  between  138  and  400  percent 
of  FPL  to  limit  out-of-pocket  spending. 

Contracts  Required  with  Safety  Net  Providers 

Participation  by  safety  net  providers  will  be  required  for  health  plans  operating  in  Covered  California. 
Safety  net  providers  are  defined  in  the  new  law  as  those  eligible  to  participate  in  the  340B  drug  discount 
program. 

Under  Covered  California,  health  plans  must  contract  with  15  percent  of  designated  essential 
community  providers  (304B  entities).  San  Francisco  has  219  designated  essential  community  providers. 
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Medicaid  Expansion 


Medicaid  currently  covers  40  million  Americans,  7  million  of 
those  Californians.  The  federal  Medicaid  eligibility  expansion  is 
expected  to  increase  enrollment  by  16  million  nationwide  and 
by  approximately  1.8  million  in  California  (about  1.4  million 
newly  eligible  persons  +  approximately  412,000  who  are  eligible 
now  but  not  enrolled).  Once  the  expansion  becomes  effective, 
Medi-Cal  is  expected  to  cover  nearly  one-quarter  of  the  state 
population. 

Expansion  of  Medicaid  to  Those  with  Incomes  up  to  138  Percent 
FPL  (Per  Modified  Adjusted  Gross  Income  Calculations) 

Beginning  January  1,  2014,  states  will  have  the  option  of 
expanding  Medicaid  to  all  individuals  under  age  65  (including 
children,  pregnant  women,  parents,  and  adults  without  dependent  children)  with  incomes  up  to  138 
percent  FPL  (as  calculated  as  modified  gross  adjusted  income).  Under  the  current  law,  FPL  limits  for 
Medicaid  eligibility  vary  by  state,  and  adults  under  age  65  without  dependent  children  are  not  currently 
eligible  for  the  program.  (Originally  a  mandate  under  Health  Reform,  a  ruling  by  the  US  Supreme  Court 
in  June  2012  made  the  Medicaid  expansion  optional  for  states.) 

Changes  to  Income  and  Asset  Determination 

Health  Reform  implements  a  new  methodology  for  calculating  income  called  Modified  Adjusted  Gross 
Income  (MAGI),  which  is  intended  to  be  a  single  standard  used  by  Medicaid,  the  State  Children's  Health 
Insurance  Program  (SCHIP),  and  the  health  benefit  exchanges.  Beginning  in  2014,  the  asset  test  will  be 
eliminated,  and  a  single,  streamlined  application  form  for  Medicaid,  SCHIP,  and  subsidies  through  the 
exchange  must  also  be  in  place. 

Medicaid  Coverage  up  to  Age  26  for  Former  Foster  Children  in  Foster  Care  at  Age  18 

As  of  January  1,  2014,  children  aging  out  of  foster  care  will  be  eligible  for  Medicaid  coverage  up  to  age 
26.  Though  there  are  not  yet  specifics  on  the  implementation  of  this  provision,  this  would  presumably 
apply  to  former  foster  children  with  incomes  higher  than  138  percent  FPL  (per  MAGI),  as  those  with 
incomes  below  that  level  would  otherwise  already  be  eligible  for  Medicaid  under  the  expansion. 

Basic  Health  Plan 

Health  Reform  provides  states  the  option  to  create  a  Basic  Health  Plan  for  uninsured  individuals  with 
incomes  between  134  and  200  percent  of  FPL  who  would  otherwise  be  eligible  to  receive  premium 
subsidies  in  Covered  California.  States  opting  to  provide  this  coverage  must  ensure  that  the  Basic  Health 
Plan  provides  at  least  the  essential  health  benefits  and  that  the  plan  is  less  costly  to  individuals  than 
insurance  accessed  through  the  exchange.  Individuals  with  incomes  between  134  and  200  percent  of 
FPL  in  states  creating  Basic  Health  Plans  will  not  be  eligible  for  subsidies  in  the  Exchanges. 


30,000 

Estimated  number  of  new  Medi-Cal 
beneficiaries  in  San  Francisco 

following  Health  Reform 
implementation.  This  estimate  is 
based  on  San  Francisco's  current 
General  Assistance,  food  stamp, 
and  Healthy  Families  recipients 
compared  against  new  Medi-Cal 
eligibility  criteria. 

Source:  San  Francisco  Human  Services 
Agency 
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What  should  the  California  Health  Benefit  Exchange  look  like? 

On  September  30,  2010,  California  became  the  first  state  to  pass  legislation  creating  a  health 
insurance  exchange,  called  Covered  California.  Since  that  time,  California  has  convened  a  five-member 
governing  body  that,  as  of  April  2011,  began  meeting  monthly  to  design  the  exchange  and  plan  for  its 
implementation."  Among  the  state's  challenges  is  the  decision  of  how  to  model  the  California  Health 
Benefit  Exchange  (CHBE).  Should  California  establish  a  Basic  Health  Plan?  Should  the  state  create  a 
"public-partner"  exchange  of  which  Medi-Cal  would  be  part?  These  questions  are  especially  important 
for  low-income  individuals,  many  of  whom  are  likely  to  alternate  -  because  of  income  fluctuations  - 
between  Medi-Cal  and  the  CHBE  after  Health  Reform  implementation,  begging  the  question  of  how 
their  continuity  of  care  could  be  affected.  For  example,  a  recent  national  study  suggests  that  half  of  all 
adults  with  household  incomes  below  200%  FPL  "will  experience  a  shift  in  eligibility  from  Medicaid  to 
an  insurance  exchange,  or  the  reverse,  within  a  year.""  Once  decided,  the  design  of  the  CHBE  may 
pose  special  health  care  access  issues  to  individuals,  providers,  and  policymakers. 


Private  Insurance  Reforms 

Health  Reform  requires  the  following  private  insurance  reforms,  many  of  which  have  already  been 
enacted: 

•  High-risk  insurance  pools  for  persons  with  pre-existing  conditions 

•  Dependent  coverage  up  to  age  26 

•  Elimination  of  cost-sharing  for  prevention 

•  No  limits  on  essential  benefits  for  group  health  plans 

•  Re-insurance  program  for  retirees  under  age  65  (ends  2014) 

•  Elimination  of  certain  coverage  restrictions: 

o    Guarantee  issue  (requirement  that  health  plans  may  not  deny  coverage  based  on  age, 

sex,  and/or  health  status), 
o    Ban  on  lifetime  coverage  limits, 
o    Prohibition  on  policy  recissions,  and 
o    Elimination  of  pre-existing  condition  coverage  restrictions 

Employer  Requirements 

Employer  Penalties  When  Employees  Access  Benefit  Exchange  Premium  Credits 

There  is  no  mandate  that  employers  offer  health  insurance.  However,  beginning  in  2014,  employers 
with  more  than  50  employees  that  have  at  least  one  employee  who  accesses  a  premium  credit  -  credits 
that  allow  persons  with  incomes  between  138  -  400  percent  FPL  (per  MAGI  calculations)  to  purchase 
insurance  through  Covered  California  -  will  be  required  to  pay  a  fee.  Those  employers  that  do  not  offer 
coverage  will  be  assessed  a  fee  of  $2,000  per  full-time  employee.  Those  that  do  offer  coverage  will  pay 
the  lesser  of  the  following:  $3,000  for  each  employee  receiving  the  premium  credit  or  $2,000  for  each 
full-time  employee,  excluding  the  first  30  employees  from  the  assessment. 
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Key  Components  of  California's  1115  IVIedicaid  Waiver 


Effective  November  2010,  California's  1115  IVIedicaid  Waiver  adds  another  dimension  to  San  Francisco's 

What  is  an  1115  Medicaid  Waiver? 

A  Section  1115  Waiver  gives  a  state  the 
authority  to  waive  many  federal 
requirements  that  typically  apply  when  a 
state  accepts  federal  funding  for  Medicaid, 
or  "Medi-Cal"  in  California.  1115  Medicaid 
Waiver  funding  must  be  "budget  neutral," 
meaning  that  the  waiver  cannot  cost  the 
federal  government  more  than  what  it 
would  have  spent  without  the  waiver. 
California's  current  waiver  is  effective 
November  1,  2010  -  October  31,  2015. 


and  portions  of  the  funding  are  at-risk  if  certain  milestones  are  not  achieved.  Please  see  below  for  more 
information  on  the  1115  Medicaid  Waiver's  key  elements  related  to  the  charge  of  the  HCSMP  Task 
Force. 

Medi-Cal  Managed  Care  for  Seniors  and  Persons  with  Disabilities 

Seniors  and  persons  with  disabilities  (SPD)  constitute  a  small  share  of  the  Medi-Cal  population  - 16,000 
to  20,000  in  San  Francisco  -  but  a  large  portion  of  Medi-Cal  spending.  Previously  part  of  the  fee-for- 
service  system,  the  current  1115  Medicaid  Waiver  requires  the  enrollment  of  SPDs  into  managed  care  to 
achieve  better  care  coordination  and  management  of  chronic  conditions.  Managed  care  enrollment  for 
San  Francisco's  SPDs  began  in  June  2010  and  continued  through  June  2011  and  is  mandatory  for  all 
Medi-Cal  eligible  SPDs  with  the  exception  of  individuals  who  are  dually  eligible  for  both  Medi-Cal  and 
Medicare. 

Low-Income  Health  Program 


The  1115  Medicaid  Waiver  creates  the  Low-Income  Health  Program  (LIHP), 
which  allows  counties  to  expand  access  to  care  and  coverage  to  low- 
income  persons  who  will  become  eligible  for  Medi-Cal  or  subsidies  in 
Covered  California  in  2014  under  Health  Reform.  SF  PATH,  San  Francisco's 
LIHP: 


•  Serves  new  enrollees  with  incomes  between  0-25  percent  FPL;  SF  PATH  also  serves  certain 
former  Healthy  San  Francisco  enrollees  with  incomes  up  to  200  percent  FPL. 

•  Outlines  a  range  of  benefits  and  affords  all  enrollees  a  medical  home  in  the  SFDPH  care  network. 

•  Imposes  managed  care  provider  network  requirements  and  clinical  access  standards. 

•  Increases  County  costs  (both  service  and  administrative  costs)  above  and  beyond  costs  currently 
incurred  by  the  county  to  provide  services  to  these  populations. 


implementation  of  Health  Reform.  California's  current 
1115  Medicaid  Waiver  provides  funding  to  the  safety- 
net  hospitals,  implements  Medicaid  reforms,  and 
creates  the  Health  Care  Coverage  Initiative  (HCCI). 
Deemed  a  "Bridge  to  Reform,"  the  primary  aims  of  the 
current  1115  Medicaid  Waiver  include: 

•  Expanding  coverage  to  more  uninsured  adults, 

•  Preserving  the  county-based  safety  net, 

•  Improving  care  coordination  for  vulnerable 
populations,  and 

•  Promoting  public  hospital  delivery  system 
transformation. 

Significant  funding  under  the  waiver  is  not  guaranteed. 


10,000 

Approximate  number 
of  SF  PATH  enrollees. 
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Ten-thousand  (10,000)  Healthy  San  Francisco  participants  transitioned  into  SF  PATH  on  July  1,  2011.  SF 
PATH  is  scheduled  to  sunset  on  December  31,  2013  when  its  members  become  eligible  for  either  Medi- 
Cal  (0-138  percent  FPL)  or  subsidized  health  insurance  through  the  exchange  (139-200  percent  FPL). 


LIHP  and  San  Francisco's  HIV/AIDS  Population 

The  federal  Health  Resources  and  Services  Administration  (HRSA)  determined  that  HIV+  persons 
receiving  care  supported  by  the  Ryan  White  CARE  Act  -  but  who  are  eligible  for  LIHP  -  must  be  enrolled 
in  LIHP,  as  Ryan  White  CARE  funds  are  designated  the  "payer  of  last  resort."  As  a  result,  LIHP  programs 
such  as  SF  PATH  must  assume  financial  responsibility  for  the  health  care  of  HIV+  LIHP-eligible  persons 
who  formerly  received  care  through  Ryan  White  -  a  mandate  not  originally  envisioned  as  part  of  LIHP's 
design  and  budget.  In  an  effort  to  respond  to  HRSA's  mandate  while  containing  program  costs,  SF  PATH 
has  had  to  set  the  income  eligibility  limit  for  new  enrollees  at  25  percent  FPL. 


Impact  of  Health  Reform  on  San  Francisco's  Uninsured 


Eligibility  for  Medi-Cal  and  Subsidies  under  Covered  California 

The  California  Health  Interview  Survey  (CHIS)  estimates  that,  after  Health  Reform  implementation,  just 
over  two-thirds  of  the  uninsured  will  qualify  for  Medi-Cal  or  subsidized  health  care  coverage  under  the 
exchange.^^  Applying,  as  CHIS  does,  this  percentage  to  the  number  of  San  Franciscans  who  were 
uninsured  at  any  time  in  the  year  prior  to  the  2009  survey,  an  estimated  76,600  San  Franciscans  will  be 
eligible  for  health  insurance  through  Medi- 
Cal  or  through  subsidized  coverage  in 
Covered  California.  It  is  important  to  note, 
however,  that  these  data  represent  only  the 
potential  impact  of  Health  Reform  on  San 
Francisco.  These  figures  represent  eligibility, 
which  does  not  necessarily  equate  to 
enrollment.  This  can  be  seen  even  in  the 
current  health  care  system  where,  as  an 
example,  65  percent  of  uninsured  children 
are  estimated  to  be  eligible  for  Medicaid  or 
the  State  Children's  Health  Insurance 
Program. As  a  result,  though  CHIS 
estimates  that  approximately  18,600 
nonelderly  San  Franciscans  will  be  ineligible 
for  the  health  insurance  options  created 
under  Health  Reform,  it  is  expected  that  far 
more  San  Franciscans  will  remain  uninsured. 

The  Remaining  Uninsured 

Early  estimates  suggest  that  between  18,600  and  29,000  non-elderly  (ages  0-64)  San  Francisco  residents 
will  remain  uninsured  after  Health  Reform's  implementation.  (Seniors  are  not  included  in  this  range  as 
most  adults  age  65  and  over  qualify  for  Medicare.)  A  report  by  the  Urban  Institute  finds  that  Individuals 
will  remain  uninsured  after  Health  Reform  for  a  variety  of  reasons  (e.g.,  failure  to  enroll  in  Medicaid, 


Potential  Impact  of  Health  Reform 
on  Currently  Uninsured  San  Franciscans  between  the 
Ages  of  0  and  64 

CHIS  estimates  suggest  that  Health  Reform  will  impact 
the  estimated  117,000  uninsured  nonelderly  San 
Franciscans  as  follows: 

•  49,800  (42.6  percent)  will  be  eligible  for  Medi-Cal. 

•  28,800  (24.6  percent)  will  be  eligible  for 
subsidized  coverage  in  Covered  California. 

•  19,900  (17  percent)  will  be  eligible  for 
unsubsidized  coverage  in  Covered  California. 

•  18,600  (15.9  percent)  will  be  ineligible  for  the 
expansions  due  to  their  citizenship  status. 
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immigration  status,  affordability,  religious 
objections)  and  tliat  the  composition  of  those 
who  remain  uninsured  will  vary  by  state.^° 
Eighty-two  percent  of  those  who  will  remain 
uninsured  in  California  after  Health  Reform  will 
be  nonelderly  adults.  Among  California's 
uninsured  non-elderly  adults: 

•  31.3  percent  will  be  eligible  for  Medi-Cal,  but 
not  enrolled.  These  are  mostly  singles  without  dependents  and  relatively  young. 

•  34.3  percent  will  be  undocumented  immigrants  and  therefore  not  subject  to  the  individual  mandate 
or  eligible  for  Medicaid  or  health  insurance  purchased  through  the  exchange. 

•  15.1  percent  will  be  exempt  from  the  individual  mandate  because  they  would  not  have  an 
affordable  insurance  option.  These  persons  would  generally  be  older  with  relatively  low  incomes. 

•  6.3  percent  will  be  eligible  for  affordable  subsidized  coverage  in  the  exchange.  These  would  be 
mostly  younger  singles  without  dependents. 

•  12.9  percent  will  have  an  affordable  private  insurance  option,  despite  not  qualifying  for  a  subsidy, 
and  will  not  enroll  for  other  reasons.  These  have  relatively  high  incomes  and  are  mostly  in  families 
with  dependents. 


Possible  Implications  for  San  Francisco:  Patient  Demand  vs.  Facility  Capacity 


Many  of  San  Francisco's  Uninsured  Already  Access  Care  through  a  Medical  Home 

San  Francisco  is  likely  better  positioned  than  many  other  places  to  advance  Health  Reform  because  of 
the  Healthy  San  Francisco  (HSF)  program,  San  Francisco's  comprehensive  health  care  program  accessed 
through  a  primary  care  medical  home. 

Health  Reform  and  California's  1115  Medicaid  Waiver  collectively  emphasize  the  importance  of  primary 
medical  care  access.  Both  support  the  Patient-Centered  Medical  Home  ("Medical  Home")  model,  which 
is  founded  on  the  idea  that  a  high-functioning  primary  care  system  can  improve  health  care  quality  - 
and  the  patient  experience- while  lowering  costs.  The  Medical  Home  model: 

•  Is  patient-centered,  meaning  that  care  is  relationship-based  and  that  the  patient  and  his/her 
family  are  seen  as  partners  in  care. 

•  Offers  comprehensive  care  from  a  team  of  providers  such  as  physicians,  nurse  practitioners, 
pharmacists,  and  more. 

•  Emphasizes  care  coordination,  driven  by  the  primary  care  provider,  across  the  continuum  of 
care. 

•  Facilitates  access  to  care  while  responding  to  each  patient's  preferences  and  needs. 

•  Is  committed  to  quality  and  safety,  relying  on  evidence-based  practices  and  regularly  evaluating 
performance. 

The  ongoing  patient-provider  relationship  is  key  to  the  Medical  Home  model,  allowing  each  patient's 
designated  primary  care  provider  to  take  a  more  comprehensive,  holistic  approach  to  patient  care. 


18,600*  -  29,000" 

Estimated  number  of  non-elderly  San 
Franciscans  (ages  0-64)  who  will  remain 
uninsured  after  Health  Reform  implementation. 

*  Based  on  2009  CHIS  estimate  of  non-elderly  San 
Franciscans  uninsured  at  any  point  in  the  last  year. 
^  January  1,  2015  projection  based  on  l-lealthy  San 
Francisco  and  SF  PATH  program  data. 
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Health  Reform  -  through  state  1115  Medicaid  Waivers  and  other  initiatives  -  has  promoted  the  Medical 
Home  by  establishing  programs  intended  to  implement  and  test  the  model.  Through  California's  1115 
Medicaid  Waiver,  for  example,  all  Medi-Cal  eligible  SPDs  must  be  connected  to  a  Medical  Home  to 
ensure  better  care  coordination.  The  same  is  true  for  members  of  the  LIHP  established  by  the  1115 
Medicaid  Waiver.  Given  this  emphasis  on  the  primary  care-driven  Medical  Home,  the  primary  care  lens 
serves  as  a  starting  point  for  examining  possible  gaps  in  San  Francisco's  provider  supply  in  the  face  of 
Health  Reform. 

Similarly,  HSF  has: 

•  Created  a  single,  streamlined  electronic  eligibility  determination  and  enrollment  system  for 
multiple  health  programs,  which  will  be  useful  in  directing  eligible  persons  to  Medi-Cal  or 
Covered  California,  as  appropriate; 

•  Expanded  the  network  of  providers  (including  private)  serving  the  uninsured, 

•  Promoted  the  use  of  primary  care  medical  homes  to  ensure  continuity  of  care,  and 

•  Collected  data  identifying  an  unduplicated  count  of  uninsured  adults  that  are  potentially  eligible 
for  Medi-Cal  or  Covered  California. 

A  continued  supply  of  insured  persons  may  translate  to  a  growing  need  for  clinicians  in  San  Francisco, 
particularly  primary  care  providers.  Furthermore,  San  Francisco's  growing  Medi-Cal  population  may  face 
barriers  to  care  due  to  existing  burdens  that  discourage  some  providers  from  program  participation. 

Nearly  Half  of  San  Francisco's  Nonelderly  Uninsured  Are  Being  Served  by  Existing  Capacity 

Many  of  San  Francisco's  uninsured  adults  are  already  being  served  by  San  Francisco's  safety  net  through 
HSF.  Thus,  their  care  is  being  provided  within  current  system  capacity.  Additional  capacity  will  be 
needed  for  the  "net  new"  population  -  those  that  are  not  yet  being  cared  for  by  San  Francisco's 
providers  (safety  net  and  non-safety  net). 


Recent  enrollment  figures  indicate  that  of  the 
117,000  nonelderly  San  Franciscans  (0-64)  who 
were  uninsured  at  any  time  in  the  past  year, 
approximately  55,000  nonelderly  adults  (18-64) 
are  currently  receiving  services  through  HSF  or  SF 
Path.  It  is  important  to  note  that  55,000 
represents  a  point  in  time  (current)  number  of 
uninsured  who  are  enrolled  in  these  programs, 
while  the  117,000  estimate  for  the  uninsured 
includes  not  only  those  uninsured  at  a  point  in 
time  (time  of  survey),  but  also  anyone  who  was 
uninsured  at  any  time  in  the  prior  year.  However, 
it  would  be  safe  to  say  that  the  current  HSF  and 
SF  Path  enrollment  suggests  that  capacity  already 
exists  to  care  for  at  least  55,000  enrollees.  This  leaves  up  to  62,000  uninsured  who  may  be  accessing  as- 
needed  services,  but  do  not  have  a  regular  source  of  care  provided  within  existing  capacity. 


Anticipated  impacts  of  Health  Reform  and  1115 
Waiver  on  Healthy  San  Francisco 

As  of  July  1,  2011,  Healthy  San  Francisco  (HSF) 
had  54,350  participants.  HSF  has  estimated  that, 
if  all  participants  were  still  enrolled  in  the 
program  in  2014,  60  percent  (32,600)  would 
disenroll  from  HSF  and  enroll  in  health  insurance 
options  created  by  Health  Reform.  This  transition 
has  already  begun,  with  more  than  10,000  HSF 
participants  transitioning  to  SF  Path  on  July  1, 
2011.  These  SF  Path  participants  will  be  eligible 
for  Medi-Cal  or  subsidized  insurance  through  the 
exchange  beginning  in  2014. 
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San  Francisco  Currently  Exceeds  Benchmarks  of  Primary  Care  Supply  Despite  National  and  State 
Shortage  Projections 


San  Francisco  County 

401:1 


National  Benchmark* 

631:1 


California 

847:1 


The  recently  released  County  Health  Rankings,  a  project  resulting  from  a  collaboration  between  the 

Robert  Wood  Johnson 

Exhibit  22.  Ratio  of  population  to  primary  care  physicians  (2009)       Foundation  and  the  University  of 

Wisconsin  Population  Health 
Institute,  indicates  that  San 
Francisco  exceeds  the  national 
primary  care  benchmark  relative 
to  the  size  of  its  population. 
Specifically,  San  Francisco's 
population  to  primary  care  physician  ratio  out  performs  the  national  benchmark,  631:1,  suggesting  that 
the  city  is  well  positioned  to  meet  existing  patient  demands  -  and,  potentially,  increased  patient 
demand  under  Health  Reform. 


*  90  percentile 

Source:  2009  Health  Resources  Administration  Area  (HRSA)  Resource  File 


Please  note  that  the  HRSA  data  source  used  to  calculate  San  Francisco's  population  to  primary  care 
physician  ratio  defines  "primary  care  physicians"  as  "practicing  physicians  specializing  in  general  practice 
medicine,  family  medicine,  internal  medicine,  pediatrics,  and  obstetrics/gynecology."  Not  included  in 
this  definition  are  nurse  practitioners  (NP)  and  physician  assistants  (PA),  which  constitute  approximately 
25  percent  of  the  primary  care  workforce  nationwide. (Though  the  PA/NP  primary  care  workforce  is 
difficult  to  quantify,  research  indicates  that  reliance  on  these  professions  for  primary  care  services  is 
growing  in  California  -  particularly  among  PAs.  For  example,  a  recent  study  found  that  approximately  22 
percent  of  Federally  Qualified  Health  Centers  (FQHC)  and  "FQHC  look-alike  clinics"  rely  on  NPs  and  PAs 
as  their  main  providers  of  primary  care  services. 


2010 
2020 
2030 


While  the  current  state  of  San  Exhibit  23.  Projected  age  of  San  Franciscans  (2007) 

Francisco's  provider  supply  seems 
bright,  several  sources  predict  a 
growing  shortage  of  primary  care 
providers  nationally  and  at  the  state 
level.  For  example,  the  Association  of 
American  Medical  Colleges  estimated 
that  the  US  could  face  a  shortage  of 
21,000  primary  care  physicians  by 
2015.^''  In  addition,  state  data 
indicate  that  many  of  California's 
physicians  are  nearing  retirement. 
According  to  the  California  Health 
Care  Foundation's  California 
Healthcare  Almanac, nearly  30 
percent  of  physicians  are  over  60  years  old 
and  nearing  retirement,  higher  than  any 
other  state.  This  projection,  coupled  with 
San  Francisco's  growing,  aging  population^^ 
could  create  issues  for  San  Francisco's  provider  supply  in  the  face  of  Health  Reform.  By  2030,  for 
example,  nearly  half  of  San  Francisco's  population  will  be  age  50  or  older.  In  addition,  not  all  providers 
accept  new  patients  -  especially  those  on  Medi-Cal. 


By  2030,  nearly  half  of  San  Francisco's  population  could  be  over  50 
compared  to  29%  statewide. 

Source:  California  Department  of  Finance,  2007 
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Despite  High  Number  of  Primary  Care  Physicians,  San  Francisco  May  Lack  Sufficient  Primary  Care 
Providers  to  Serve  Expanded  IVIedi-Cal  Population  in  Timely  Manner 

Expanded  Medi-Cal  Population  Likely  to  Have  Difficulty  Finding  Primary  Care  Provider 

Health  Reform  is  expected  to  expand  San  Francisco's  Medi-Cal  population  by  an  estimated  30,000 
individuals.  Research  suggests,  however,  that  Medi-Cal's  expansion  may  outpace  any  corresponding 
increase  in  the  number  of  providers  who  serve  Medi-Cal  recipients.  For  example,  a  recent  study 
indicated  that:" 

•  California  physicians  are  less  likely  to  serve  Medi-Cal  patients  (68  percent)  compared  to  patients 
with  private  insurance  (92  percent)  or  Medicare  (78  percent).  This  trend  follows  among  primary 
care  providers. 

•  Ninety  percent  (90  percent)  of  survey  respondents  -  all  California  physicians  -  were  accepting 
new  patients  when  the  survey  was  administered;  however,  only  57  percent  reported  accepting 
new  Medi-Cal  patients. 

•  Twenty-five  percent  (25  percent)  of  physicians  provide  care  to  80  percent  of  Medi-Cal  patients. 

Most  physicians  cite  low  reimbursement  rates  as  the  driver  of  their  reluctance  to  enroll  Medi-Cal 
patients.  Through  Health  Reform,  the  federal  government  hopes  to  ameliorate  such  concerns  by 
increasing  Medi-Cal  primary  care  physician  reimbursement  rates  to  match  those  provided  through 
Medicare  -  but  only  for  two  years  (2013  and  2014).  While  an  important  first  step  in  shortening  the 
Medi-Cal  provider  gap,  whether  this  reimbursement  increase  is  sufficient  to  attract  new  Medi-Cal 
providers  to  San  Francisco  in  a  timely  manner  has  yet  to  be  seen.  Additionally,  the  rate  increase  does 
not  apply  to  primary  care  clinics  designated  as  Federally  Qualified  Health  Centers  (FQHCs). 

San  Francisco  Risks  Financial  Loss  if  Timely  Access  Standards  Not  Met 

The  issue  of  increased  patient  demand  vs.  a  relatively  fixed  provider  workforce  poses  unique  challenges 
in  California  given  timely  access  standards  imposed  by  the  state's  current  1115  Medicaid  Waiver  and  the 
California  Department  of  Managed  Health  Care  (DMHC).^^  Specifically: 

•  Under  SF  PATH,  SFDPH's  network  of  care  must  be  compliant  with  federally  mandated  timely 
access  standards  for  primary,  urgent,  and  specialty  care  and  sets  financial  penalties  for  non- 
compliance. 

•  The  1115  Medicaid  Waiver  expands  San  Francisco's  Medi-Cal  managed  care  population  for  SPDs, 
subjecting  more  providers  to  DMHC  timely  access  standards  that  impact  a  range  of  services.  In 
addition,  new  Medi-Cal  eligibles  will  also  be  subject  to  this  standard. 

To  complicate  matters,  DMHC  and  the  Federal  1115  Medicaid  Waiver  timely  access  standards  do  not 
always  agree,  as  indicated  in  the  following  exhibit. 
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Exhibit  24.  Timely  Access  Standards:  State  DMHC  +  Federal  1115  Medicaid  Waiver 


i-            Clinical  Service 

DMHC  Standard* 

Federal  1115  Standard'^ 

Urgent  Care:  No  Authorization 

48  Hours 

48  Hours 

Urgent  Care:  Prior  Authorization 

96  Hours 

96  Hours 

Primary  Care  (Non-Urgent) 

10  Business  Days 

30  Business  Days  (through 
6/30/12);  then  20  days  (7/1/12  - 
12/31/13) 

Specialty  Care 

15  Business  Days 

30  Business  Days 

IVIental  Health 

10  Business  Days 

No  Access  Standards 

Ancillary 

15  Business  Days 

No  Access  Standards 

Nurse  Advice 

Provision  of  24/7  Phone  Triage 

Services  Made  Available  24/7 

or  Screening  Services 

When  Medically  Necessary 

*  Impacts  Medi-Cal,  Healthy  Families,  Healthy  Kids,  Healthy  Workers,  and  Private  Insurance 
^  Standards  for  UHP  enrollees 


While  the  issue  of  provider  supply  is  primarily  one  of  meeting  the  health  care  needs  of  all  San 
Franciscans,  timely  access  standards  illustrate  the  potential  financial  burden  posed  to  providers  and  the 
state  if  San  Francisco's  provider  supply  is  insufficient  to  meet  patient  demand. 


Federal  Response  to  Provider  Gap 

In  response  to  the  nation's  projected 
primary  care  provider  shortage,  the 
federal  government  has  taken  steps  to 
build  the  primary  care  v^/orkforce  in 
advance  of  Health  Reform. For  example, 
the  federal  Prevention  and  Public  Health 
Fund  will  create  additional  primary  care 
residency  slots,  support  primary  care 
training  for  nurse  practitioners  and 
physician  assistants,  and  more.  In 
addition.  Health  Reform  will  expand  the 
National  Health  Service  Corps  to  pay  the 
educational  loans  of  primary  care 
providers  who  practice  in  underserved 
areas.  While  a  positive  investment  in  the 
nation's  health,  it  is  unclear  to  what 
extent  such  efforts  will  realize  growth  in 
the  primary  care  workforce  -  and  in  what 
timeframe.  The  impact  of  such  programs 
in  San  Francisco  is  also  unclear. 

State  Response  to  Provider  Gap 

In  response  to  Health  Reform  and  projected  workforce  shortages,  California  has  taken  steps  to  assess 
the  state's  current  and  projected  healthcare  workforce  needs  and  to  develop  strategies  to  address  those 
needs.  For  example: 


San  Francisco's  Health  Professional  Shortage  Areas 

Health  Professional  Shortage  Areas  (HPSAs)  are 
designated  by  HRSA  because  they  have  shortages  of 
primary  medical  care,  dental  providers,  and/or  mental 
health  providers.  HPSAs  may  be  geographic, 
demographic,  or  institutional  (e.g.,  FQHCs).  San  Francisco 
has  13  institutional  HPSAs: 

•  Friendship  House 

•  Mission  Area  Health 

•  Mission  Neighborhood  Health  Center  (2) 

•  Northeast  Medical  Services  (3) 

•  SF  Community  Clinic  Consortium  (3) 

•  South  of  Market  Health  Center  (3) 

HPSA  designation  allows  clinics  to  qualify  for  National 
Health  Service  Corps  personnel  as  well  as  the  ability  to 
hire  physicians  with  J-1  visas  (non-immigrant  exchange 
visas).  Primary  care  and  mental  health  HPSAs  also  qualify 
for  Medicare  incentive  payments. 
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•  The  California  Workforce  Investment  Board  (CWIB),  in  partnership  with  the  Office  of  Statewide 
Health  PlanninR  and  Developnnent  (OSHPD),  received  $150,000  from  HRSA  to  support  the 
development  of  coherent  and  comprehensive  health  workforce  development  plan  for  California. 

•  With  support  from  the  HRSA  Health  Care  Workforce  Planning  Grant,  CWIB  established  the 
Health  Workforce  Development  Council  (HWDC)  in  August  2010.  Comprised  of  wide-reaching 
representation,  the  HWDC  seeks  to  expand  the  state's  health  workforce  to  ensure  access  to 
quality  healthcare  for  all  Californians.  In  tune  with  Health  Reform's  focus  on  primary  care, 
HWDC  also  hopes  to  expand  California's  full-time  primary  care  workforce  by  10  -  25  percent 
over  the  next  10  years. 

•  The  state  has  engaged  in  data  collection  to  determine  the  direction  health  care  workforce 
development  efforts  should  take.  For  example,  CWIB  and  OSHPD  commissioned  regional  focus 
groups  to  assess  the  state's  health  care  workforce  development  needs.  Through  this  effort, 
focus  group  respondents  identified  certain  categories  of  primary  care  and  other  health  workers 
that  will  be  needed  immediately  to  respond  to  increased  patient  demand  created  by  Health 
Reform:  Alternative  Medicine  Practitioners,  Behavioral/Mental  Health  Specialists,  Clinical 
Laboratory  Scientists,  Community  Health  Workers,  Family  Nurse  Practitioners,  Geriatric  Nurse 
Practitioners,  Nurse  Practitioners,  Physician  Assistants,  and  Registered  Nurses. *°  Respondents 
also  projected  needs  for  other  health  care  workers  within  the  next  two  years  and  within  the 
next  three  to  five  years. 


Through  these  and  other  efforts,  California  plans  to  identify  and  create  statewide  and  regional 
partnerships  and  priorities  to  shorten  its  provider  gap  and  meet  current  and  future  demands  on  the 
health  care  delivery  system. 

The  Health  Care  Future  of  San  Francisco's  Medically  Underserved  and  Uninsured 

San  Francisco's  primary  care  provider  supply  may  not  solely  be  a  question  of  whether  the  city  contains 
enough  providers  generally;  rather,  it  could  be  a  question  of  whether  the  city's  primary  care  provider 
population  contains  enough  clinicians  willing  and  able  to  serve  a  diverse  patient  base  regardless  of 
ability  to  pay.  For  example,  HRSA  designates  at  least  portions  of  the  following  San  Francisco 
neighborhoods  as  Medically  Underserved  Areas  (MUA):"^ 


Bayview 
Chinatown 

Downtown/Civic  Center 

Excelsior 

Financial  District 

Golden  Gate  Park 

Lakes  ho  re 

Mission 

Mission  Bay 

Nob  Hill 


North  Beach 
Parkside 
Potrero  Hill 
Russian  Hill 
South  of  Market 
Sunset 

Treasure  Island/Yerba  Buena  Island 
Visitacion  Valley 
West  of  Twin  Peak 


Determined  by  calculating  and  weighting  four  variables  -  ratio  of  primary  medical  care  physicians  per 
1,000  population,  infant  mortality  rate,  percentage  of  the  population  with  incomes  below  the  poverty 
level,  and  percentage  of  the  population  age  65  and  over  -  MUA  designation  suggests  that  residents  of 
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certain  areas  face  barriers  to  care.  While  Health  Reform  will  likely  increase  access  to  care  among  at  least 
some  MUA  residents,  the  extent  to  which  this  is  true  is  unclear,  suggesting  the  importance  of  sustaining 
-  and  potentially  increasing  -  San  Francisco's  safety  net  provider  pool. 


Estimates  also  suggest  that  between  18,600  and  20,000  non-elderly  San  Franciscans  will  remain 
uninsured  after  Health  Reform  implementation.  Though  smaller  than  the  City's  current  uninsured 
population,  those  who  remain  uninsured  will  continue  to  rely  on  San  Francisco's  safety  net  comprising 
public  and  private  non-profit  organizations  that  disproportionately  provide  health  care  services  to  low- 
income,  uninsured,  vulnerable  populations.  The  reduction  of  San  Francisco's  uninsured  population  does 
not  pose  immediate  challenges  regarding  primary  care  demand;  however,  to  ensure  the  provision  of 
health  care  services  for  all,  San  Francisco  must  remain  diligent  in  maintaining  the  Healthy  San  Francisco 
provider  network  and  partnering  with  non-profit  hospitals  to  ensure  the  provision  of  charity  care. 

Specialty  Care  Access  Likely  to  Remain  an  Issue  for  Uninsured  and  Those  on  Medi-Cal 

The  Medical  Home  model  emphasizes  the  importance  of  access  to  care  and  coordination  of  care  across 

the  health  care  continuum  -  including  specialty  care.  Despite  the  fact  that  the  Greater  Bay  Area  exceeds 

national  standards  for  number  of  specialists  per  population  ''^  ''^-and  despite  timely  access  standards 

.  ,  imposed  by  the  DMHC  and 

Exhibit  25.  Active  specialists  per  100,000  population  (2010)         r-  \  f     ■  >  -i  i -i  r  r/i  j-    j  »«/ 

^        '      K  K  \       I         California  s  1115  Medicaid  Waiver - 

access  to  specialty  care  may  pose  a 
challenge  in  California,  particularly 
for  the  expanded  Medi-Cal 
*  Established  by  the  Council  on  Graduate  Medical  Education,  part  of  the  US         population  and  those  who  remain 
Department  of  Health  and  Human  Services.  uninsured  after  Health  Reform 

Source:  California  HealthCare  Foundation,  Healtli  Care  Almanac,  2010  implementation. 

Research  conducted  before  Health  Reform's  passage  suggests  that  California's  uninsured  and  Medi-Cal 
populations  already  face  specialty  care  access  challenges  because: 

•  Not  enough  specialists  will  accept  referrals  from  safety  net  providers,  leading  to  longer  wait 
times  and,  potentially,  poorer  health  outcomes  for  the  referred,  and 

•  Existing  referral  systems  are  inefficient,  resulting  in  long  wait  times,  the  exchange  of  incomplete 
information,  and  poor  patient-provider  interactions. 


Greater  Bay  Area  Benchmark* 

155  80-105 


For  example,  one  study  of  California's  safety  net  providers  found  that: 


44 


For  2/3  of  the  types  of  specialty  services  referred  out,  patients  referred  by  community  clinics 

and  health  centers  waited  between  one  and  three  months  to  see  specialists. 

Among  patients  with  complex  medical  needs,  those  referred  by  public  hospitals  for  dermatology 

services  -  an  identified  difficult-to-access  specialty  -  typically  waited  six  months  or  more  for  an 

appointment. 
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In  response  to  such  findings,  many  clinics  across  the  state  have  piloted  various  strategies  -  such  as 
ensuring  appropriate  referrals,  expanding  primary  care  site  expertise,  increasing  non-visit  tools  to 
support  consult  needs,  bringing  specialty  care  services  on-site,  building  institutional  relationships,  and 
expanding  the  use  of  telemedicine  -  to  improve 
patient  access  to  specialty  care.^^  San  Francisco  has 
served  as  a  national  model  in  this  regard  through 
San  Francisco  General  Hospital's  (SFGH)  use  of  the 
eReferral  system  throughout  its  network  of  safety 
net  clinics. 

Developed  by  SFGH  and  the  University  of  California, 
San  Francisco,  the  eReferral  system  allows  SFGH 
primary  care  providers  and  specialists  to  exchange 
free  text  messages  through  a  referral  program 
embedded  in  each  patient's  electronic  medical 
record.  A  specialty  clinic's  designated  "reviewer" 
must  respond  to  referrals  within  three  days,  and  the 
message  exchange  will  result  in  scheduling  an 
approved  specialty  care  appointment,  requesting 
more  information  (if  needed),  providing 
consultation,  or  direct  scheduling  of  other  needed 
services.  A  one-year  pilot  of  the  eReferral  system  in 
SFGH's  gastroenterology  clinic  found  that  wait  times 

for  appointments  fell  from  11  months  to  four  months  after  the  system's  implementation.'*'' 

While  San  Francisco's  innovations  promise  to  improve  vulnerable  populations'  access  to  specialty  care, 
such  efforts  may  still  not  meet  the  timely  access  standards  set  forth  by  the  DMHC  and  California's  1115 
Medicaid  Waiver.  In  addition,  these  innovations  expand  access  within  the  existing  safety  care  network 
and  do  not  encourage  an  expansion  of  the  specialty  care  workforce  itself  -  of  particular  concern  in  more 
difficult-to-access  specialties.  In  short,  San  Francisco  may  still  lack  the  right  number  -  and  the  right  mix  - 
of  specialists  sufficient  to  meet  the  demand  and  often  complex  needs  of  San  Francisco's  Medi-Cal  and 
uninsured  populations. 


Health  Care  Financing 
Overview 


In  2009,  the  US  spent  $2.5  trillion  on  health  care,  or  about  $8,086  per  capita."^'  '^^  While  health  care 
spending  increased  by  only  four  percent  from  2008  to  2009  -  an  all-time  low  and  the  smallest  annual 
increase  on  record  -  health  care  spending  continues  to  occupy  a  large  share  of  the  nation's  economy, 
representing  17.6  percent  of  the  nation's  gross  domestic  product  (GDP);    current  projections  indicate 
that  health  care  spending  may  exceed  25  percent  of  the  nation's  GDP  by  2035.^° 

While  US  health  care  spending  far  exceeds  that  of  other  developed  nations,  US  health  outcomes  often 
fall  short.  For  example,  according  to  a  recently  released  Commonwealth  Fund-sponsored  study,  the  US 
placed  last  among  16  high-income  industrialized  nations  in  terms  of  preventable  deaths  related  to 
timely  access  to  effective  health  care.^^^^  US  health  care  expenditures  also  pose  other  concerns.  For 
example: 


California's  Most  Difflcult-to-Access  Specialties 

In  2007,  Kaiser  Permanente  Community  Benefit 
and  the  California  HealthCare  Foundation 
offered  local  safety  net  coalitions  the  chance  to 
Implement  strategies  to  improve  specialty  care 
access  for  their  patients.  Selected  coalitions 
most  often  focused  on  the  following  specialty 
areas  for  improved  access: 


Orthopedics 

Gastroenterology 

Neurology 

Dermatology 

Cardiology 

Endocrinology 

Ophthalmology 

Rheumatology 
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•  Devoting  a  large  portion  of  the  US  economy  to 
health  care  means  that  the  country  may  not  be 
investing  in  other  sectors  that  impact  health  and 
wellbeing,  such  as  education. 

•  Research  indicates  that  health  care  spending 
growth  may  have  eliminated  real  income  gains 
for  the  average  US  family  of  four  with  employer- 
based  health  insurance,  a  particular  burden  in 
the  current  economic  recession. 

•  As  costs  escalate,  health  care  often  becomes  less 
accessible  for  those  who  need  it,  particularly  for  low-income  persons  who  are  un-  or 
underinsured. 

This  portion  of  the  Health  System  Trends  Assessment  will  take  a  broad  look  at  health  care  financing, 
looking  at  the  flow  of  health  care  dollars  as  costs  and  reimbursements.  This  paper  section  also  examines 
the  incentives  created  by  current  finance  policies,  particularly  as  they  impact  patient  access  to  needed 
health  care  services. 


National,  Local,  and  Regional  Trends 


Understanding  National  Health  Care  Costs:  Snapshot  of  US  Health  Care  Spending  Trends 


The  national-level  information  that  follows  comes  from  2009  data  released 
by  the  Centers  for  Medicare  and  Medicaid  Services  (CMS).  ^'^  This 
information  mirrors  the  National  Health  Expenditure  data  released  by 
Health  Affairs  in  August  2011. 


The  US  Spends  More  Than  Half  of  All  Health  Care  Dollars  on  Hospital  and  Physician/Clinical  Care 

As  illustrated  below,  the  US  spends  half  of  its  health  care  dollars  on  hospital  and  physician/clinical  care. 
Data  also  indicate  that  the  US  spends  approximately  84  percent  of  its  health  care  dollars  on  personal 
health  care  (all  categories  except  investment,  public  health  activities,  and  administration). 


GDP 

A  nation's  gross  domestic  product,  or 
"GDP,"  refers  to  the  market  value  of  all 
final  goods  and  services  produced  within  a 
country  in  a  given  time  period.  GDP  is 
considered  one  measure  of  a  country's 
economic  health.  Generally  speaking,  the 
larger  a  country's  GDP,  the  stronger  its 
economy. 


$2.5  trillion 

US  dollars  spent  on 
health  care  in  2009. 
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Exhibit  26.  National  health  care  spending  categories  (2009) 


Administration, 


^^.^  --^Physician  and 
Dental  and  ./"^---—jl-" — Clinical 

Other  Care,  Services,  20% 
12% 


Source:  CMS  via  California  l-lealth  Care  Alamanc  Quick  Reference  Guide,  2009 
\  J 

Households  Contribute  the  Largest  Single  Portion  to  Health  Care  Financing,  Followed  by  the  Federal 
Government 

Households  contribute  approximately  28  percent  of  all  health  care  financing,  just  surpassing  the  federal 
government  (27  percent).  When  combined,  federal,  state,  and  local  government  contribute  43  percent 
to  US  health  care  financing. 

Private  Health  Insurance  the  Largest  Single  Health  Care  Payer  Source 

As  illustrated  below,  private  health  insurance  is  the  single  largest  health  care  payer  source  nationally, 
representing  32  percent  of  health  care  payment  in  the  US  Medicare  and  Medicaid  follow  at  20  percent 
and  15  percent  respectively. 
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Exhibit  27.  National  health  care  payer  sources  (2009) 


Public  Health 
Activities,  3% 


Medicaid,  15%  , 


Investment,  6% 


Medicare,  20% 


Private  Health 
Insurance;  32% 


Out-of-Pocket, 
12% 


Other  Payers, 
11% 


Source:  CMS  via  California  Health  Care  Alamanc  Quick  Reference  Guide,  2009 


Private  Health  Insurance  and  Medicare  Most  Likely  to  Finance  Hospital  and  Physician/Clinical  Care, 
Consistent  with  National  Health  Care  Spending  Patterns 


Exhibit  28.  Top  three  spending  categories  by  insurance 
type  (2009) 

iPrivate  Insurance,  %  of  Total  Spending  by  Category 


Hospital  Care 

33% 

Physician  and  Clinical  Services 

30% 

Prescription  Drugs 

14% 

Medicare,  %  of  Total  Spending  by  Category 

Hospital  Care 

44% 

Physician  and  Clinical  Services 

22% 

Nursing  Home/Home  Health  Care 

12% 

Source:  California  HealthCare  Foundation,  "US  Health  Care  Spending: 
California  Health  Care  Almanac  Quick  Reference  Guide,  2009 


The  exhibit  at  left  indicates  the  top  three 
spending  categories  of  both  private 
health  insurance  and  Medicare  in  2009, 
most  of  which  is  concentrated  in  hospital 
and  physician/clinical  services.  Medicare, 
however,  is  more  likely  to  pay  for  nursing 
home  and  home  health  care,  likely 
because  of  the  age  of  the  population 
served  (age  65  and  older.) 
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Forecasts  of  Future  National  Health  Care  Expenditures  Predict  Spike  in  Spending  Following  Health 
Reform  Implementation 

Though  health  care  spending  has  slowed  over  the  past  decade,  analysts  predict  that  coverage  expansion 
under  Health  Reform  will  cause  a  one-time  spike  in  US  health  care  expenditures  come  2014.  As  a  result, 
experts  predict  that  2014  health  care  costs  will  increase  7.4  percent  over  2013  estimates."  In  addition, 
experts  predict  that  federal,  state,  and  local  government  health  care  spending  will  comprise  almost  50 
percent  of  national  health  care  expenditures  -  up  from  an  estimated  46  percent  in  2011  -  likely  because 
of  faster  growth  in  Medicare  enrollment,  expanded  Medicaid  coverage,  and  subsidies  for  qualified 
individuals  part  of  health  insurance  exchange  plans. 

Understanding  the  Health  Care  Finance  Landscape  in  California:  State  Ranks  in  Bottom  10  for  Personal 
Health  Spending,  Lowest  in  Medicaid  Personal  Health  Care  per  Enrollee  Spending 

According  to  a  recent  report  released  by  the  CMS  Office  of  the  Actuary, California  was  the  ninth  lowest 
ranking  state  in  terms  of  personal  health  care  spending  per  capita  in 
2009.^^  (Personal  health  care  spending  includes  the  total  amount  spent 
to  treat  individuals  with  specific  medical  conditions,  but  excludes 
expenditures  resulting  from  government  administration,  net  costs  of 
health  insurance,  government  public  health  activity,  non-commercial 
research,  and  investment  in  structures  and  equipment.)  Only  eight 
states  -  Georgia,  Virginia,  Arizona,  Texas,  Colorado,  Idaho,  Utah,  and 
Nevada -spent  less.  California  personal  health  care  per  capita  spending 
($6,238)  also  fell  below  the  national  average  of  $6,815  per  capita. 

States  with  the  lowest  per  capita  personal  health  care  spending  had  lower  per  capita  income  and 
relatively  younger  populations  with  less  access  to  health  insurance.  These  states  will  be  most  likely  to 
have  the  greatest  number  of  people  eligible  for  Medicaid  expansion  or  health  benefit  exchange 
coverage  upon  implementation  of  Health  Reform  in  2014.  While  San  Francisco  enjoys  higher  rates  of 
insurance  and  higher  per  capita  income  than  California  as  a  whole,  the  reliance  of  more  Californians  on 
California's  already  struggling  Medi-Cal  program  could  be  problematic  statewide.  California  currently 
ranks  50**^  in  Medicaid  personal  health  care  spending  per  enrollee  ($4,569  vs.  $6,826  nationwide),  in  part 
because  of  the  state's  low  Medi-Cal  reimbursement  rate,  which  impacts  not  only  spending  but  access  to 
care.  California's  reliance  on  managed  care  for  its  Medi-Cal  population  may  also  help  explain  the  state's 
low  spending  rate. 

Regional  Variations  in  Health  Care  Spending  Increase  Overall  Health  Care  Costs 

Health  Care  Spending  Varies  by  Region:  Higher  Costs  Do  Not  Correspond  with  Higher  Qualitv  of  Care 

Research  indicates  that  health  care  spending  varies  widely  across  the  country  and  within  regions,  greatly 
impacting  US  health  care  costs  -  without  corresponding  improvements  in  health  care  quality.^^  For 
example,  one  study  found  that,  among  large  California  hospitals,  per  patient  Medicare  spending  for 
chronically  ill  patients  in  their  last  two  years  of  life  ranged  from  less  than  $20,000  to  nearly  $90,000  due 
to  variation  in  service  use.^°  (This  research  studied  care  received  by  chronically  ill  Medicare  patients  who 
died  between  1999  and  2003.) 


California  ranks  below  all 
other  states  for  Medicaid 
personal  health  care 
spending  per  enrollee,  likely 
because  of  the  state's  low 
reimbursement  rate. 
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The  Congressional  Budget  Office  (CBO)  examined  the  geographic  variability  of  Medicare  spending  based 
on  2005  data  and  found  that:" 

•  The  price  of  health  care  services  and  severity  of  illness  explain  less  than  half  of  all  geographic 
variability. 

•  Individual  preferences  explain  little  of  the  geographic  variability  of  health  care  spending. 

•  Much  remains  unexplained  regarding  spending  variability:  Some  regions  are  more  likely  than 
others  to  adopt  low-cost,  highly  effective  patterns  than  others. 

CBO  research  also  found,  however,  that  geographic  variations  in  Medicare  spending  were  less 
pronounced  than  overall  health  care  spending  nationally.  The  CBO  attributed  this  finding,  at  least  in 
part,  to  changes  made  in  Medicare  reimbursement  policy,  suggesting  that  health  care  policy 
mechanisms  have  at  least  the  potential  to  impact  health  care  spending  trends  while  increasing  attention 
on  care  coordination  and  quality."  Subsequent  findings  have  strengthened  the  connection  between 
care  reimbursement  mechanisms,  degree  of  care  coordination/integration,  and  cost.  Research  has 
shown,  for  example,  that  health  care  cost  and  use  variation  among  older  adults  (age  55+)  is  greatest 
among  fee-for-service  systems  compared  to  Health  Maintenance  Organizations." 

Hospital  Consolidation  Contributes  to  Regional  Cost  Variation  in  California 

Analysis  of  state  data  indicates  a  significant  degree  of  cost  variation  between  hospitals  in  Northern 
versus  Southern  California,  due  in  large  part  to  the  degree  of  hospital  competition  that  exists  in  each 
region.  In  Northern  California,  where  hospital  consolidation  is  more  prevalent,  hospitals  in  the  region's 
six  most  populous  counties  generate  roughly  56  percent  more  revenue  per  patient  day  than  hospitals  in 
Southern  California's  six  largest  counties.^''  In  San  Francisco,  this  translates  to  $7,349  per  patient  day 
compared  to  the  $4,389  per  patient  day  revenue  generated  by  hospitals  in  Los  Angeles  County. 

Experts  agree  that  the  biggest  driver  of  this  regional  health  care  cost  variation  is  lack  of  competition  in 
the  Northern  California  hospital  market  caused  by  a  significant  move  toward  hospital  system 
consolidation."  In  San  Francisco,  for  example,  the  share  of  unaffiliated  hospitals  dropped  from  71  to  32 
percent  between  1995  and  1996,    giving  a  small  number  of  hospital  networks  the  power  to  negotiate 
higher  prices  with  private  insurers.  These  costs  are  most  often  passed  on  to  employers  and  individual 
health  care  consumers  -  without  a  corresponding  improvement  in  care  quality." 

Private  insurers  affirm  that  higher  negotiated  hospital  rates  translate  to  higher  costs  for  health  care 
consumers.  In  2011,  for  example,  Aetna  Inc.  indicated  that  it  charged  Northern  California  consumers  30 
percent  more  in  premiums  compared  to  customers  in  Southern  California. Blue  Shield  of  California 
affirmed  this  trend,  indicating  that  it  charged  Northern  California  customers  40  percent  more  for 
coverage  compared  to  their  Southern  California  counterparts. 

While  health  care  experts  agree  that  consolidation  has  the  power  to  increase  health  care  costs  without 
corresponding  improvements  in  care,  a  singular  path  toward  mitigating  the  trend  is  unclear.  Some  cite 
the  need  for  greater  pricing  transparency,  requiring  state  action  to  California  Insurance  Code  Section 
10133,  which  allows  private  health  insurers  to  contract  with  a  closed  panel  of  hospitals  and  doctors. 
(Ironically,  California  amended  this  section  of  the  Insurance  Code  in  1982  in  an  effort  to  contain  rising 
health  care  costs. Complicating  the  issue  still  further  is  the  view  that  consolidation  has  the  power  to 
reduce  care  fragmentation  in  otherwise  competitive  markets.  Per  the  California  HealthCare  Foundation, 
for  example,  "Hospitals  [in  Los  Angeles]  are  starting  to  consider  affiliating  or  even  merging  with  each 
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other,  in  part  to  help  adjust  capacity,  expand  referral  bases,  organize  sen/ice-line  strategies,  and 
improve  care  coordination. In  short,  while  consolidation  can  negatively  impact  health  care  costs,  the 
practice  can  also  prove  beneficial.  Creation  of  regional  centers  for  certain  specialty  services  such  as 
neonatal  intensive  care,  for  example,  can  actually  result  in  improved  health  outcomes. To  better 
understand  the  point  at  v^/hich  consolidation  causes  more  harm  than  help  requires  and  is  the  focus  of 
ongoing  study. 

Understanding  the  Health  Care  Finance  Landscape  in  San  Francisco:  Hospital  and  Clinic  Revenue  by 
Payer  Source 

The  following  exhibit  illustrates  gross  and  net  revenue  by  payer  source  for  all  San  Francisco  hospitals 
reporting  to  the  Office  of  Statewide  Health  Planning  and  Development  in  2010.  As  indicated  below, 
"other  third  party  payers"  -  representing  both  traditional  and  managed  care  health  plans  -  contribute 
the  greatest  share  of  gross  and  net  revenue  to  reporting  San  Francisco  hospitals. 

Exhibit  29.  Gross  revenue  and  net  revenue  by  payer  for  all  San  Francisco  hospitals  (2010)* 

$120,000,000,000 
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Other 
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Other  Third 
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All  Other 


□  Gross  Revenue 


$105,679,439,9 


$59,229,468,76 


$10,948,248,97 


$84,001,155,54 


$7,986,019,399 


I  Net  Revenue 


$20,994,350,05     $13,725,882,17     $1,000,651,470     $31,172,743,06  $1,785,965,595 


*  Payer  categories  include  traditional  and  managed  care  patients. 
Source:  Office  of  Statewide  Health  Planning  and  Development,  2010. 
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Drivers  of  Health  Care  Costs 


In  an  effort  to  curb  the  US's  current  health  care  spending  trajectory,  much  research  has  focused  on 
identifying  the  drivers  of  national  health  care  costs.  Primary  among  them  are: 

•  Medical  Technology:  Research  indicates  that  medical  technology  has  contributed  to  between  28 
and  65  percent  of  health  care  spending  growth  in  the  US,  largely  because  technology  expands 
the  number  -  and  cost  -  of  available  treatments/^ 

•  Health  Status,  Particularly  Obesity  and  Chronic  Disease:  Research  suggests  that  obesity  accounts 
for  an  estimated  12  percent  of  health  care  spending  growth  in  the  US.^^  Viewed  collectively, 
health  care  costs  associated  with  chronic  disease  account  for  more  than  75  percent  of  US  health 
care  spending/'' 

•  Administration  and  Inefficiencies  in  the  US  Health  Care  System:  The  US  spends  significantly 
more  than  other  developed  nations  in  terms  of  drug  prices  and  insurance  administration.  In 
addition,  inefficiencies  exist  within  US  health  care  systems.  For  example,  about  seven  percent  of 
US  health  care  spending  goes  toward  administration;^^  however,  administrative  costs  are  much 
lower  for  the  Medicare  program  (less  than  two  percent)  because  it  is  operated  by  a  single  entity 
-the  federal  government.^^ 

The  aging  of  the  population  and  medical  malpractice  contribute  only  minimally  to  increasing  US  health 
care  costs. 


The  Financing  Structure  of  Medl-Cal,  California's  Medicaid  Program 


Before  discussing  the  impact  of  health  care  reimbursement  more  broadly,  it  is  important  to  have  a  basic 
understanding  of  Medi-Cal's  financing  structure. 
(Medi-Cal  is  California's  Medicaid  program.)  In 
California,  approximately  half  of  all  beneficiaries 
receive  their  benefits  through  Medi-Cal  managed 
care  and  half  through  the  fee-for-service  (FFS) 
model.'^ 

Fee-for-Service 

Under  the  FFS  model,  Medi-Cal  beneficiaries  may 
seek  services  from  any  participating  provider,  and 
providers  are  paid  for  each  service  they  provide 
(e.g.,  an  office  visit,  test,  procedure,  or  other 
health  care  service).  The  FFS  model  allows  greater 
flexibility  for  Medi-Cal  beneficiaries  to  see  the 
physician  of  their  choice.  However,  it  is  also  seen 
as  a  barrier  to  coordinated  care  because  the 
system  incentivizes  providers  to  provide  more 
services  (whether  or  not  they  are  needed)  and 

provides  few  incentives  to  reduce  cost,  coordinate  care,  or  increase  quality. 


Understanding  Health  Care  Speak: 
Fee-for-Service  and  Managed  Care 

•  Fee-for-Service  (FFS):  Payment  for  health 
care  based  on  the  charges  for  each  service 
or  item  use.  The  more  services  provided, 
the  greater  the  reimbursement,  creating  an 
incentive  to  provide  more  care  than  is 
necessarily  needed  while  driving  up  health 
care  costs. 

•  Managed  Care:  The  use  of  a  manager  to 
control  medical  service  use  and  contain 
health  care  costs.  Managed  care 
incentivizes  appropriate  levels  of  care, 
thereby  containing  health  care  costs; 
however,  patients  have  less  choice  in  which 
providers  they  may  see. 
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Managed  Care 

Twenty-five  of  California's  58  counties  operate  IVIedi-Cal  managed  care  programs,  though  the  model  of 
managed  care  delivery  varies.  (Please  see  below  for  more  information.)  The  remaining  counties  rely  on 
FFS  Medi-Cal.  Under  the  managed  care  system,  beneficiaries  enroll  in  a  health  plan  and  see  providers 
within  a  designated  network  participating  in  that  plan.  Members  choose  one  main  physician,  called  a 
primary  care  physician  (PCP),  who  is  responsible  for  the  beneficiary's  basic  care  and  coordinates  other 
medical  needs,  including  referrals  to  specialists.  Managed  care  is  intended  to  integrate  the  payment  and 
delivery  of  health  in  an  effort  to  deliver  the  highest  quality  services  at  the  lowest  possible  cost. 

Three  Models  of  Medi-Cal  Managed  Core 

There  are  three  models  of  Medi-Cal  Managed  Care:^^ 

•  Two-plan  Model:  The  Two-Plan  Model  is  the  most  common  of  the  Medi-Cal  managed  care 
programs.  Under  this  model,  the  State 
Department  of  Health  Care  Services  contracts  with 
two  health  plans:  the  Local  Initiative,  which  is  a 
quasi-governmental  entity  developed  by  public 
providers  and  local  stakeholders  with  a  governing 
board  established  by  the  county  board  of 
supervisors;  and  the  Commercial  Plan,  which  is  a 
private  plan  selected  through  a  competitive 
process.  The  Two-Plan  Model  covers  the  most 
populous  areas  of  the  state  and  is  implemented  in 
the  following  12  counties:  Alameda,  Contra  Costa, 
Fresno,  Kern,  Los  Angeles,  Riverside,  San 
Bernardino,  San  Francisco,  San  Joaquin,  Santa 
Clara,  Stanislaus,  and  Tulare. 

•  County  Organized  Health  Systems:  County  Organized  Health  Systems  (COHS)  are  single-plan 
models  operated  by  counties  that  accept  full  risk  for  a  broad  scope  of  services.  COHS  operate 
with  special  approval  under  federal  law.  There  are  five  COHS  operating  in  the  following  nine 
counties:  Santa  Barbara,  San  Mateo,  Monterey,  Solano,  San  Luis  Obispo,  Santa  Cruz,  Napa,  Yolo, 
and  Orange  Counties. 

•  Geographic  Managed  Care:  Operating  in  San  Diego  and  Sacramento  counties,  the  Geographic 
Managed  Care  Model  is  a  multi-plan  competitive  model,  which  is  similar  to  the  Medicaid 
managed  care  programs  used  in  the  majority  of  other  states.  In  this  model,  most  of  the 
commercial  health  plans  in  a  geographic  area  participate  in  the  Medicaid  managed  care 
program.  Plans  negotiate  with  the  State  to  establish  final  payment  rates. 

Medi-Cal  Managed  Care's  Mandatory  Enrollment  Populations 

In  counties  that  offer  Medi-Cal  Managed  Care,  nearly  all  beneficiaries  are  required  to  enroll  in  managed 
care.  Prior  to  June  2011,  children,  non-disabled  parents,  and  pregnant  women  were  required  to  enroll  in 
a  Medi-Cal  Managed  Care  plan  to  access  their  benefits.  These  populations  are  still  required  to  access  the 
Medi-Cal  benefits  to  which  they  are  entitled  through  managed  Medi-Cal.  As  of  June  2011,  seniors  and 


San  Francisco's  Two-Plan  Model 

San  Francisco  administers  its  Medi-Cal 
Managed  Care  program  as  a  "two- 
plan"  model.  San  Francisco's  Medi-Cal 
Managed  Care  beneficiaries  may 
choose  between  two  health  plans: 

•  San  Francisco  Health  Plan  (the 
Local  Initiative);  or 

•  Anthem  Blue  Cross  (the 
commercial  plan). 
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persons  with  disabilities  (SPD)  are  also  required  to  enroll  in  Medi-Cal  Managed  Care  under  California's 
current  1115  Medicaid  Waiver.  SPDs  constitute  a  small  share  of  the  Medi-Cal  population  -  16,000  - 
20,000  in  San  Francisco  -  but  a  large  portion  of  Medi-Cal  spending,  and  participation  in  Medi-Cal 
Managed  Care  will  allow  for  better  care  coordination  and  management  of  the  SPD  population's  chronic 
conditions.  Managed  care  enrollment  of  the  SPD  population  is  now  mandatory  for  all  Medi-Cal-eligible 
SPDs  with  the  exception  of  individuals  who  are  dually  eligible  for  both  Medi-Cal  and  Medicare.  Foster 
children,  beneficiaries  who  pay  a  portion  of  their  Medi-Cal  costs,  and  people  in  long-term  care  remain 
exempt  from  mandatory  enrollment  in  Medi-Cal  Managed  Care. 

Capitation 

Under  Medi-Cal  Managed  Care,  health  plans 
received  a  flat  rate  from  the  State  per  member 
per  month,  no  matter  how  frequently  or 
infrequently  patients  access  care.  Similarly, 
under  full  capitation,  health  plans  pay  their 
member  providers  a  flat  rate  per  patient,  per 
month,  no  matter  how  frequently  or 
infrequently  they  see  that  patient.  In  return, 
health  plans  assure  the  State  and  providers 
assure  health  plans  that  beneficiaries  receive  all 
necessary  covered  services.  Under  this 
arrangement,  health  plans  have  a  finite  amount 
of  money  with  which  to  contract  with  providers 
for  services.  Providers  assume  financial  risk 
should  the  cost  of  care  exceed  total 
reimbursement. 

Carved  Out  Services 

Some  medical  services  are  "carved  out"  of  the  capitated  Medi-Cal  Managed  Care  model.  That  is,  they 
are  covered  under  a  different  payment  arrangement.  These  carved-out  services  include:  specialty 
mental  health,  dental  services,  services  for  seriously  ill  and  disabled  children,  home  and  community- 
based  services,  and  long-term  facility  care.  Carve-outs  were  created  for  several  reasons,  primarily  to 
increase  access  to  qualified  professionals  that  provide  highly-specialized  care  that  is  not  always  readily 
available  in  or  accessible  to  all-inclusive  managed  care  organizations.  Further,  the  appropriate 
treatment  for  specialized  health  care  needs  can  contribute  to  overall  cost-effectiveness  by  removing 
barriers  to  timely  and  effective  care  and  consolidating  specialized  care  into  fewer  administrative 
structures. 

However,  by  their  nature,  carve  outs  promote  non-integrated  care.  The  fragmented  care  that  results 
when  individuals  with  complex  health  conditions  must  obtain  the  care  they  need  from  multiple  systems 
often  results  in  poor  health  outcomes,  duplication  of  services,  and  unnecessarily  high  costs. 


The  California  Context:  Historical  Shifts  in 
IVIanaged  Care  Reimbursement^"' 

Reimbursement  structures  advanced  under  Health 
Reform  increasingly  require  providers  to  share  the 
financial  risk  of  patient  care,  creating  incentives  for 
better  care  coordination  and  cost  containment. 
California,  given  its  long  history  of  managed  care,  is 
no  stranger  to  risk-sharing.  In  the  1990s,  for 
example,  managed  care  plans  increasingly 
transferred  financial  risk  and  care  management  to 
physician  groups  and  hospitals,  resulting  in  greater 
consolidation  in  both  hospital  and  provider  group 
markets.  This  "California  Model"  largely  fell  out  of 
favor  by  the  end  of  the  decade  as  a  result  of  poor 
management,  perceived  inadequate  payments  from 
health  plans,  and  reduced  opportunities  for  cost 
containment  as  the  managed  care  system  became 
more  efficient. 
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Implementation  of  Medicaid  Reforms  Will  Fall  Heavily  on  Medi-Cal  Managed  Care 


Medi-Cal  managed  care  plans  are  expected  to  face  particular  challenges  under  Health  Reform  and 


California's  1115  Medicaid  Waiver. Both  initiatives  demand  that  managed  care  plans: 


•  Accommodate  increased  patient  enrollment  as  part  of  Medi-Cal's  expansion  -  including  the 
mandatory  enrollment  of  SPDs  and  other  designated  populations. 

•  Expand  their  provider  networks  to  ensure  their  ability  to  serve  Medi-Cal  patients,  a  particular 
challenge  given  Medi-Cal's  low  provider  reimbursement  rate. 

•  Contain  costs.  Given  that  managed  care,  by  definition,  leans  against  FFS  reimbursement  in  favor 
of  capitation  -  and  that  managed  care  already  emphasizes  care  coordination  -  it  is  unclear  to 
what  extent  managed  care  plans  will  be  able  to  decrease  expenses  further  given  the  high  health 
care  costs  associated  with  those  it  serves  (e.g.,  SPDs). 

•  Improve  health  outcomes,  again  a  unique  challenge  given  the  composition  of  Medi-Cal  Managed 
Care's  patient  population. 

The  ability  of  Medi-Cal  Managed  Care  to  respond  to  these  demands  will  likely  depend  on  government 
assistance  in  the  form  of  policy  and  fiscal  support,  the  latter  of  which  seems  particularly  unlikely  given 
the  grim  financial  situation  facing  all  levels  of  government. 

Health  Reform's  Impact  on  Reimbursement 

Health  care  reimbursement  most  often  reflects  an  indirect,  third-party  transaction  based  on  rates 
negotiated  between  health  plans  and  providers  -  not  the  actual  cost  of  providing  care.  As  such, 
reimbursement  models  have  the  power  to  create  significant  incentives  to  increase  health  care  quality 
and  patient  access  -  or  not.  This  section  provides  an  overview  of  how  Health  Reform  advances  various 
reimbursement  structures  that  impact  patient  care,  particularly  for  low-income  vulnerable  populations, 
as  well  as  policy  changes  that  promise  to  offer  new  opportunities  and  challenges  for  health  care  delivery 
going  forward. 

General  impacts 


As  of  2016,  the  Congressional  Budget  Office  estimates  that  92 
insured  as  a  result  of  federal  Health  Reform.  In  San  Francisco, 
this  translates  to  approximately  740,816  residents  who  will 
have  employer-based  coverage,  purchase  insurance  through 
Covered  California,  be  part  of  California's  expanded  Medi-Cal 
program,  or  maintain  coverage  through  Medicare  or  another 
public  source.  San  Francisco's  growing  insured  population  will 
put  increased  demands  on  the  existing  health  care  system, 
though  hopefully  resulting  in  expanded  patient  access  to  care 
and  better  health  outcomes. 

Through  an  extensive  patchwork  of  reimbursement  incentives 
and  demonstration  programs  piloting  new  care  delivery 
models.  Health  Reform  attempts  to  curb  health  care  spending 
while  simultaneously  improving  health  care  affordability  and 


percent  of  US  residents  (all  ages)  will  be 


Cuts  in  Medicare  Rates  Likely  Mean 
Cuts  for  All 

Reimbursement  rates  -  including 
reimbursement  from  private 
insurance  plans  -  are  often  tied  to  the 
Medicare  reimbursement  rate.  If  the 
federal  government  reduces 
Medicare  reimbursement  rates,  which 
is  likely  given  the  current  fiscal  crisis, 
other  plans  and  programs  are 
expected  to  follow  suit. 
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access  for  patients.  Key  to  Health  Reform's  efforts  is  decreased  reliance  on  FFS  reimbursement  in  favor 
of  incentives  that  reward  providers  for  performance;  however,  the  savings  generated  by  such  changes 
remain  unclear  -  particularly  in  California,  a  state  with  a  more  extensive  managed  care  network  that  is 
already  focused  on  cost  containment  through  capitation  models  of  reimbursement.  Also  uncertain  is  the 
question  of  whether  providers  will  be  equipped  to  serve  an  expanded  patient  population  efficiently  and 
cost-effectively  without  shifting  substantial  costs  to  the  privately  insured,  thereby  driving  up  insurance 
premiums  and  health  care  costs  more  broadly. 

Hospital  Systems  Will  Be  Heavily  Impacted  by  Reimbursement  Changes  Under  Health  Reform 

Medicare  to  Launch  Hospital  Reimbursement  Reforms  as  Performance  Incentives 

As  of  Federal  Fiscal  Year  2013,  the  Medicare  program  will  launch  two  hospital  reimbursement  reforms, 
one  of  which  is  mandatory  and  the  other  voluntary: 

•  Hospital  Readmissions  Payment  Reductions  (Mandatory):  In  an  effort  to  curb  "excess 
readmissions"  for  specified  conditions  (heart  attack,  heart  failure,  pneumonia  in  2013  and 
2014),^"  Medicare  will  reduce  a  hospital's  base  Diagnosis  Related  Group  (DRG)  payment  for  the 
specified  condition  if  readmissions  for  that  condition  exceed  the  expected  rate.  To  avoid 
financial  penalties  through  this  reform,  hospitals  will  be  forced  to  carefully  manage  a  patient's 
care  and  discharge  -  a  particular  challenge  for  safety-net  hospitals  that  typically  serve  a  sicker 
population  more  likely  to  require  readmission. 

•  Hospital  Value-Based  Purchasing  Program  (Voluntary):  Under  this  initiative,  hospitals  meeting 
certain  requirements  will  receive  incentive  payments.  Specifically,  Medicare-designated 
hospitals  that  meet  certain  performance  metrics  and  have  sufficient  infrastructure  in  place  to 
meet  CMS  reporting  requirements  are  eligible  for  payment  rewards.  Participation  in  this 
program  is  voluntary;  however,  hospitals  that  are  able  will  likely  engage  in  the  program  as  a 
means  of  offsetting  Medicare  base  payment  reductions. 

Medicaid  to  Adjust  Hospital  Payments  for  Hospital-Acquired  Conditions 

Under  Health  Reform,  Medicaid  will  adopt  a  reform  already  part  of  the  Medicare  program:  payment 
adjustments  for  hospital-acquired  conditions  (HACs).  Following  implementation.  Medicaid  will  no  longer 
reimburse  hospitals  for  10  types  of  HACs  and  other  injuries  and  illnesses  considered  preventable. 

Health  Reform  to  Decrease  Medicare  and  Medicaid  Disproportionate  Share  Hospital  (DSH) 
Payments,  Extent  of  Financial  Impact  Unclear 


The  DSH  program  provides  special  funding  to 
certain  hospitals  in  recognition  of  the  higher 
operating  costs  they  incur  in  treating  a  large  share 
of  low-income  patients.  Health  Reform  makes 
annual  reductions  to  both  the  Medicaid  and 
Medicare  DSH  programs  starting  in  2014, 
coinciding  with  Medicaid's  expansion, 
implementation  of  health  benefit  exchanges,  and 
the  effective  date  of  private  insurance 
requirements.  Health  Reform  directs  the  Secretary 


18,600*  -  29,000^^ 

Estimated  number  of  non-elderly  San 
Franciscans  (ages  0-64)  who  will  remain 
uninsured  after  Health  Reform  implementation. 

*  Based  on  2009  CHIS  estimate  of  non-elderly  San 
Franciscans  uninsured  at  any  point  in  the  last  year. 
^  January  1,  2015  projection  based  on  Healthy  San 
Francisco  and  SF  PATH  program  data. 
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of  Health  and  Human  Services  to  develop  a  methodology  for  Imposing  DSH  reductions  but  provides  no 
guidance  on  how  states  are  to  allocate  DSH  funds  to  individual  hospitals.  While  DSH  reductions  are 
expected  to  be  offset  somewhat  by  a  decrease  in  the  number  of  uninsured  patients  seeking  care  after 
Health  Reform  implementation,  the  question  remains  as  to  whether  DSH  recipients  will  ultimately  face  a 
funding  gap,  potentially  limiting  their  ability  to  serve  those  in  need. 

Need  for  Hospital  Charity  Care  Will  Persist  After  Health  Reform  Though  Future  Program  Funding 
Uncertain 

Charity  care  is  currently  the  primary  source  of  hospital  care  for  low-income  uninsured  and  underinsured 
San  Franciscans.  Charity  care  is  the  provision  of  services  to  low-income  individuals  without  the 
expectation  of  reimbursement.  Charity  care  is  one  component  of  the  community  benefit  non-profit 
hospitals  provide  in  exchange  for  their  tax-exempt  status.  In  2010,  San  Francisco  hospitals  spent 
approximately  $178  million  in  charity  care  services.  San  Francisco  hospitals  provide  charity  care  both 
within  and  outside  of  the  Healthy  San  Francisco  program.  Within  Healthy  San  Francisco,  the  hospitals' 
charity  care  commitments  are  leveraged  in  coordination  with  a  primary  care  medical  home  to  provide 
comprehensive  health  care  services  for  participating  uninsured  San  Franciscans.  In  addition,  hospitals 
provide  charity  care  to  uninsured  San  Franciscans  not  participating  in  Healthy  San  Francisco. 

With  the  implementation  of  Health  Reform,  while  hospitals  will  certainly  see  a  decline  in  the  number  of 
uninsured  utilizing  hospital  charity  care  services,  there  will  still  be  demand  for  charity  care  services.  As 
mentioned  previously,  92  percent  of  US  residents  will  be  insured  after  Health  Reform  implementation; 
this  leaves  an  estimated  uninsured  population  of  20  million^^  that  includes  between  18,600  and  29,000 
non-elderly  San  Franciscans.  One-third  of  the  uninsured  (all  ages)  will  be  undocumented  immigrants. 
Many  of  the  remaining  two-thirds  are  likely  to  be  unable  to  afford  the  coverage  options  that  are 
available  to  them. 

Hospital  charity  care  has  historically  been  funded  largely  through  cross-subsidization  by  privately 
insured  patients.  However,  as  hospitals  must  negotiate  lower  rates  with  insurers  to  remain  competitive, 
the  amount  of  funding  available  for  community  benefit  will  diminish.  Additionally,  other  funds  that  are 
currently  relied  upon  to  support  charity  are  programs  may  also  diminish  after  full  Health  Reform 
implementation.  For  example,  donors  and  other  funding  sources  may  perceive  a  reduced  need  for 
funding  due  to  Health  Reform  or  find  it  difficult  to  support  to  care  for  what  is  perceived  to  be  a  group 
comprising  only  undocumented  individuals  or  those  unwilling  to  comply  with  the  law. 

Federally  Qualified  Health  Centers  Receive  Incentives  to  Serve  Expanded  Insured  Population  - 
Increasing  Patient  Access  to  Care  -  Though  Base  Funding  Threatened 
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The  nation's  Federally  Qualified  Health  Centers  (FQHC)  provide  a  pivotal  service  to  low-income  persons 
through  the  provision  of  preventive  and  primary  care.  In  California,  for  example,  FQHCs  serve  16  percent 


Understanding  FQHC  Medicaid  Reimbursement:  Medicaid  Prospective  Payment  System  (PPS) 

The  Medicaid  PPS  reimbursement  system  is  a  kind  of  bundled  payment.  A  "bundled  payment"  is  a 
single  payment  for  all  services  related  to  the  treatment  of  a  particular  condition.  In  addition,  under 
the  Medicaid  PPS  System: 

•  The  PPS  payment  rate  is  based  on  each  FQHC's  costs  and  scope  of  services; 

•  Rates  are  based  on  expected  costs  and  are  not  unrestricted; 

•  FQHCs  must  meet  certain  performance  standards  as  overseen  by  the  US  Health  Resources 
and  Services  Administration. 

Bundled  payments  are  seen  as  a  cost-effective  reimbursement  method  that  incentivizes  care 
coordination  and  collaboration  among  providers.  Beyond  FQHCs,  Medicaid  and  Medicare  are  piloting 
other  bundled  payment-based  demonstration  programs. 

of  the  state's  Medi-Cal  population  but  represent  only  1.7  percent  of  the  state's  total  Medi-Cal 
spending. Under  Health  Reform,  FQHCs  -  also  known  as  Community  Health  Centers  -  are  expected  to 
double  their  patient  capacity  while  generating  cost  savings  to  the  health  care  system.  Health  Reform 
legislation  sets  forth  a  number  of  provisions  that  support  FQHCs  financially  while  expanding  patient 
access  to  care,  in  recognition  of  their  care  of  low-income  and  vulnerable  populations,  FQHCs  receive 
cost-based  reimbursement.  (See  inset  below  for  more  information.)  While  Health  Reform  relies  heavily 
on  FQHCs  for  many  of  its  initiatives  and  also  provides  various  avenues  of  support,  some  believe  that  the 
future  of  their  cost-based  reimbursement  mechanism  may  be  in  question  in  the  face  of  Medicaid  cuts. 

Federal  Government  Commits  New  Funds  to  Aid  in  FQHC  Expansion 

To  help  FQHCs  meet  increased  patient  demand  under  Health 
Reform,  the  federal  government  has  committed  $11  billion  of 
new  funding  to  the  Community  Health  Centers  Trust  Fund.^^ 
Dispersed  over  five  years  starting  in  Federal  Fiscal  Year  2011, 
$9.5  billion  of  the  new  funding  is  intended  to  help  FQHCs 
expand  their  operational  capacity  and  enhance  their  medical, 
oral,  and  behavioral  health  care  services;  the  remaining  $1.5 
billion  will  address  the  capital  needs  of  FQHCs  under  Health 
Reform,  allowing  existing  centers  to  expand  and  allowing  also 
for  the  construction  of  new  facilities. 

Health  Reform  Aligns  Private  Insurance  FQHC  Reimbursement  with  Medicaid's  Reimbursement 

Health  Reform  requires  that  any  health  plan  offered  via  a  health  benefit  exchange  include  full 
participation  by  safety  net  providers  -  including  FQHCs.  In  addition.  Health  Reform  requires  that  FQHCs 
receive  no  less  than  their  Medicaid  rate  from  private  plans  offered  on  the  exchange.  This  provision 
ensures  that  FQHCs  will  not  lose  money  by  serving  patients  with  exchange-purchased  insurance  -  and 
also  increases  patient  access  to  necessary  health  care. 


Quantifying  FQHC  Cost  Savings 
Under  Health  Reform 

Research  estimates  that,  between 
2010  and  2019,  FQHCs  are  expected 
to  generate  $122  billion  in  total 
health  care  cost  savings  nationally. 
Of  that  amount,  $55  billion  would 
be  savings  to  Medicaid. 
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Despite  Apparent  Boost  from  Health  Reform,  FQHC  Base  Appropriations  Threatened  in  Federal  Budget 

Despite  the  boost  FQHCs  will  receive  under  the  Community  Health  Centers  Trust  Fund  and  various  other 
Health  Reform  provisions,  FQHCs  are  under  threat  of  reduced  base  funding  in  the  federal  budget, 
leaving  in  question  whether  FQHCs  will  be  fully  equipped  to  serve  their  expanded  patient  base  under 
Health  Reform.  In  Federal  Fiscal  Year  2011,  FQHC  base  funding  was  reduced  by  $604  million  compared 
to  Fiscal  Year  2010.  Though  specific  numbers  are  unknown,  FQHCs  anticipate  additional  base 
appropriation  cuts  in  Federal  Fiscal  Year  2012.  While  some  losses  would  likely  be  offset  by  the  provisions 
noted  previously,  the  extent  to  which  base  budget  losses  will  impact  FQHCs'  ability  to  expand  is 
unknown. 

Federal  Medicaid  Primary  Care  Reimbursement  Incentive  Unlikely  to  Drive  Significant  Expansion  of 
Primary  Care  Providers  Serving  Medicaid  Recipients  -  Particularly  in  California 

Under  Health  Reform,  the  federal  government  will  increase  the  Medicaid  primary  care  physician 
reimbursement  rate  to  match  that  of  Medicare  -  but  only  for  2012  and  2013.  An  effort  to  increase 
primary  care  provider  participation  in  Medicaid,  this  reimbursement 
strategy  will  likely  fall  short  of  making  a  significant  impact,  particularly  in 
California,  where  physicians  have  been  historically  reluctant  to  serve  the 
Medi-Cal  population,  most  often  citing  the  state's  low  Medi-Cal 
reimbursement  rate  as  a  factor.^"  Additional  research  suggests  that  even 
when  fees  are  raised,  physicians  may  not  be  more  willing  to  participate  in 
the  face  of  other  obstacles,  such  as  delays  in  payment  for  services,  and  the 
administrative  burden  of  the  Medicaid  program  (e.g.,  credentialing,  prior 
authorization  requirements,  and  claims  processing)  -  both  real  and  perceived.  In  fact,  the  San  Francisco 
Medical  Society  notes  that  some  physicians  may  prefer  to  provide  charity  care  to  Medi-Cal  patients 
rather  than  engage  in  Medi-Cal's  cumbersome  reimbursement  process.  These  factors  can  be  particularly 
onerous  for  sole  practitioners  or  small  group  practices  that  may  feel  forced  to  limit  the  number  of  Medi- 
Cal  beneficiaries  they  serve  so  as  to  remain  financially  viable. 

The  State's  fiscal  crisis  may  also  deal  primary  care  providers  a  blow,  as  the  State  has  reduced  provider 
reimbursement  rates  still  further.  (Please  note  that  this  action  will  come  before  the  full  9**^  Circuit  Court 
of  Appeals  in  2013.)  Given  that  San  Francisco  is  expected  to  see  a  24  percent  increase  in  its  Medi-Cal 
population  following  the  implementation  of  Health  Reform  -  translating  to  about  30,000  new  Medi-Cal 
enrollees  -  the  question  of  creating  incentives  for  primary  care  providers  to  serve  new  Medi-Cal  patients 
is  of  particular  concern. 

Patient-Centered  Medical  Homes  Emphasize  Primary  Care  Case  Management,  Disease  Management, 
and  Care  Coordination  by  Leveraging  Physician  Extenders 

Health  Reform  and  California's  1115  Medicaid  Waiver  collectively  emphasize  the  importance  of  primary 
medical  care  access  through  the  Patient-Centered  Medical  Home  (PCMH)  model.  The  PCMH  is  founded 
on  the  idea  that  a  high-functioning  primary  care  system  can  improve  health  care  quality  -  and  the 
patient  experience  -  while  lowering  costs.  The  ongoing  patient-provider  relationship  is  key  to  the  PCMH 
model,  allowing  each  patient's  designated  primary  care  provider  to  take  a  more  comprehensive,  holistic 
approach  to  patient  care. 


47th 

California  has  the  47*^ 
lowest  Medicaid 
reimbursement  rates 
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in  the  nation. 
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PCMH  pilots  under  Health  Reform,  though  currently  unfunded,  would  emphasize  the  PCMH  model  for 
persons  with  chronic  conditions  by  relying  on  the  capitation  method  of  reimbursement  to  incentivize 
the  formation  of  interdisciplinary  health  teams  that  prioritize  primary  care  case  management,  disease 
management  activities,  care  coordination,  and  the  use  of  home-  and  community-based  care  providers 
such  as  "physician  extenders"  (e.g.,  nurse  practitioners,  physician  assistants).  Medi-Cal,  given  its  existing 
network  of  managed  care  plans  that  operate  within  the  capitation  framework  and  that  serve  a  patient 
base  with  chronic  conditions,  could  be  well-positioned  to  participate  in  the  PCMH  pilot  if  and  when 
federal  funds  for  the  project  become  available.  Additionally,  PCMH's  use  of  physician  extenders  could 
help  bridge  the  Medi-Cal  provider  gap. 

Special  Challenges  for  Long-Term  Care 

According  to  the  US  Department  of  Health  and  Human  Services,  adults  age 
65  and  older  have  a  40  percent  chance  of  entering  a  nursing  home,^^  a 
significant  proposition  for  San  Francisco  given  that  nearly  half  of  the  city's 
residents  are  projected  to  be  age  50  or  older  by  2030.^^  These  numbers 
also  pose  a  financial  challenge  for  the  Medi-Cal  program,  which  constitutes 
49  percent  of  the  state's  total  nursing  home  revenue  compared  to  the  28 
percent  of  revenue  generated  by  Medicare. 

While  older  adults  constitute  the  majority  of  US  residents  with  long-term  care  needs.  Medicare  will  fund 
only  "medically  necessary"  home  health  care  or  skilled  nursing  care  -  and  only  if  certain  conditions  are 
met.  Medicare  will  not  fund  custodial  care  and  will  only  finance  a  person's  first  100  days  at  a  nursing 
home,  leaving  Medi-Cal  to  support  the  lion's  share  of  California's  long-term  care  costs. For  example, 
Medi-Cal  is  currently  the  primary  payer  of  67  percent  of  California's  nursing  home  residents. 


What  is  long-term  care? 

"Long-term  care"  refers  to  a  variety  of  services  -  both  medical  and  non-medical  -  for  persons  who 
have  a  chronic  illness  or  disability.  "Institutional"  long-term  care  refers  to  skilled  medical  and 
therapeutic  care  offered  by  licensed  nurses  for  a  continuous  and  extended  period  of  time  (e.g.,  care  at 
skilled  nursing  facilities  and  nursing  homes).  Examples  of  "home-  and  community-based  services" 
include  but  are  not  limited  to  In-Home  Support  Services  and  other  personal  services  that  help 
chronically  ill  and  disabled  persons  with  their  activities  of  daily  living  (e.g.,  eating,  bathing,  dressing)  at 
home  or  in  a  non-institutional  community-based  setting  (e.g.,  assisted  living,  residential  care  facility). 


States  have  tried  various  measures  -  from  capping  Medicaid  reimbursement  rates  for  long-term 
institutional  care  to  halting  construction  of  nursing  homes  (California  ended  its  certificate  of  need 
program  in  1987^^)  -  to  contain  long-term  care  costs;  however,  the  answer  may  lie  in  better 
incentivizing  home-  and  community-based  service  (HCBS)  options  over  institutional  care.  For  example, 
research  suggests  that  the  Medicaid  dollars  needed  to  support  one  person  in  a  nursing  home  would  be 
nearly  enough  to  fund  HCBS  services  for  three  adults. In  addition,  HCBS  offer  the  added  benefit  of 
providing  persons  access  to  the  care  they  need  in  the  least  restrictive  setting. 


12  million 

The  number  of  older  US 
adults  (age  65+) 
expected  to  need  some 
type  of  long-term  care. 
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Long-Term  Care  Financing: 


Historical  Context 


98 


Health  Reform  advances  the  prioritization  of  HCBS  options  through  several  initiatives  into  which  Medi- 
Cal  could  opt.  Through  HCBS  1915(i)  Waiver,  for  example, 
Medi-Cal  could  offer  long-term  care  services  through  a 
state  plan  option  rather  than  through  a  more 
cumbersome  federal  process/°°  While  HCBS  may  not  be 
the  cure-all  for  long-term  care  cost  containment  -  HCBS 
require  significant  up-front  investment  and  are  resource 
intensive  (e.g.,  In-Home  Support  Services  labor  demands) 
-  they  do  offer  the  possibility  of  curbing  costs  whWe  more 
appropriately  meeting  patient  needs. 


Medicare  was  passed  in  1965,  a  time  when 
society  largely  viewed  a  person's  long-term 
care  needs  as  a  family  responsibility  -  not 
something  within  the  purview  of  medical 
insurance.  Medicaid,  in  contrast,  was  seen 
as  a  program  designed  to  serve  the  needy, 
as  a  kind  of  welfare.  As  such,  long-term 
care  financing  fell  to  the  Medicaid  program 
and  now  constitutes  nearly  one-third  of  all 
Medicaid  spending. 


Beyond  Health  Reform,  San  Francisco  is  exploring  a  local 
approach  to  long-term  care  cost  containment  and  access 
to  better  care:  integrating  long-term  care  and 
primary/acute  care  services  via  a  managed  care 
framework  as  part  of  California's  1115  Medicaid  Waiver. 
Though  only  in  the  initial  stages  of  development,  San  Francisco's  Long-Term  Care  Integration  (LTCI) 
Project  would  build  on  the  current  1115  Medicaid  Waiver,  which  requires  SPDs  to  enroll  in  one  of  two 
Medi-Ca!  managed  care  plans  for  their  primary  and  acute  care  services.  By  adding  long-term  care 
services  to  this  managed  care  framework,  patients  would  receive  access  to  better  coordinated  and  more 
comprehensive  care  -  while  likely  containing  overall  costs  to  the  Medi-Cal  program. 

In  addition,  San  Francisco  community  members  have  noted  the  potential  impact  of  providing  supportive 
services  -  such  as  escorting  patients  to  medical  appointments  -  as  a  means  of  better  serving  seniors  and 
persons  in  long-term  care,  allowing  them  to  live  more  independently  while  improving  access  to  care. 
Such  services  also  have  the  potential  to  benefit  other  populations  (e.g.,  multiply  diagnosed  persons  and 
those  with  mental  health  and  substance  abuse  issues),  all  while  curbing  expenses  and  decreasing 
reliance  on  costly  emergency  medical  services. 


Technology  +  Innovation 


Overview 


Although  US  health  care  spending  exceeds  that  of  other  developed  nations,  US  health  outcomes  often 
fall  short.  In  2009,  for  example,  the  US  spent  $2.5  trillion  on  health  care,  or  about  $8,086  per 

capita.^°^'^°' 

Despite  such  investments,  the  US  placed  last  among  16  high- 
income  industrialized  nations  in  terms  of  preventable  deaths 
related  to  timely  access  to  effective  health  care.^°^ 


Triple  Aim 


Effort  to  improve  the  US  health 
care  system  by: 


•  Improving  the  patient  care 
experience; 

•  Improving  population  health; 
and 

•  Reducing  health  care  costs. 


Health  Reform  and  the  push  for  the  "Triple  Aim"  -  an  effort  to 
improve  the  US  health  care  system  by  increasing  care  quality 
while  bettering  population  health  and  reducing  costs  - 
represent  current  efforts  to  stem  the  tide  of  high  health  care 
spending  for  low  reward. To  realize  the  goals  of  these 
initiatives  will  require  substantive  investments  in  health 
information  technology  and  innovations  ranging  from  new 
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models  of  health  care  delivery  to  revised  reimbursement  structures  that  incentivize  better,  more  cost- 
effective  patient  care. 


Health  Information  Technology 
HITECH 

Health  Reform  +  HITECH 

On  February  17,  2009,  President  Obama  signed  into  law  the  Health  Information  Technology  and  Clinical 
Health  Act  (HITECH)  as  part  of  the  American  Recovery  and  Reinvestment  Act  ("ARRA,"  also  known  as  the 
economic  stimulus  bill).  Passed  to  stimulate  the  adoption  of  HIT,  HITECH  was  the  nation's  first  step 
toward  Health  Reform  and  is  intended  to  facilitate  the  electronic  use  and  appropriate  exchange  of 
patient  health  information.  Health  Reform's  goals  of  improving  quality,  reducing  costs,  and  increasing 
access  and  coverage  require  better  methods  of  storing,  analyzing,  and  sharing  health  information  than 
current  infrastructure  allows. HITECH  builds  this  infrastructure,  paving  the  way  for  coordinated  care, 
patient-centered  medical  homes,  value-based  purchasing,  and  bundled  payment  projects  envisioned 
under  Health  Reform. 

HITECH  Overview 

HITECH  created  the  permanent  Office  of  the  National  Coordinator  for  Health  Information  Technology 
(ONC)  and  provided  $19  billion  over  a  four-year  period  for  providers  who  adopt  and  use  HIT. 
Additionally,  HITECH  not  only  recognized  but  reinforced  patient  privacy  protections  created  by  the 
Health  Insurance  Portability  and  Accountability  Act  (HIPAA).  Following  is  a  brief  overview  of  the  key 
components  of  HITECH  that  relate  to  the  establishment  of  a  HIT  infrastructure. 

Office  of  the  National  Coordinator  for  Health  Information  Technology  (ONC) 

The  ONC  is  charged  with  overseeing  the  development  of  a  nationwide  health  information  technology 
infrastructure  that  allows  for  the  electronic  use  and  exchange  of  information. This  infrastructure  will: 

•  Ensure  that  each  patient's  health  information  is  secure  and  protected; 

•  Improve  health  care  quality,  reduce  medical  errors,  reduce  health  disparities,  and  advance  the 
delivery  of  patient-centered  medical  care; 

•  Reduce  health  care  costs  resulting  from  inefficiency,  medical  errors,  inappropriate  care, 
duplicative  care,  and  incomplete  information; 

•  Provide  appropriate  information  to  help  guide  medical  decisions  at  the  time  and  place  of  care; 

•  Ensure  the  inclusion  of  meaningful  public  input  in  development  of  such  infrastructure; 

•  Improve  the  coordination  of  care  and  information  among  hospitals,  laboratories,  physician 
offices,  and  other  entities  through  an  effective  infrastructure  for  the  secure  and  authorized 
exchange  of  health  information; 

•  Improve  public  health  activities  and  facilitate  the  early  identification  of  and  rapid  response  to 
public  health  threats  and  emergencies,  including  bioterrorism  events  and  infectious  disease 
outbreaks; 

•  Facilitate  health  and  clinical  research  and  health  care  quality; 

•  Promote  early  detection,  prevention,  and  management  of  chronic  diseases; 
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•  Promote  a  more  effective  marketplace,  greater  competition,  greater  systems  analysis,  increased 
consumer  choice,  and  improved  health  outcomes;  and 

•  Improve  efforts  to  reduce  health  disparities. 

Electronic  Health  Records  (EHRs) 


EHR  refers  to  the  computerized  history  of  individual 
patient  health  information  recorded  at  each  provider 
encounter  in  any  delivery  setting.  Included  in  this 
information  are  patient  demographics,  progress  notes, 
problems,  medications,  vital  signs,  past  medical 
history,  immunizations,  laboratory  data,  and  radiology 
reports.^°^  HITECH  requires  the  use  of  EHR  technology 
that  is  "certified"  as  meeting  federal  standards  for 
security,  privacy,  and  interoperability  and  is  capable  of 
achieving  the  meaningful  use  of  EHRs  by  health  care 
providers. 


Medicare  and  Medicaid  Incentive  Payments 


Beginning  in  2011,  HITECH  provided  financial  incentives 
to  hospitals  and  providers  for  the  adoption  and 
"meaningful  use"  of  EHRs.  To  meet  the  definition  of 
meaningful  use,  health  care  providers  must  implement 
and  use  an  EHR  and  then  exchange  information 
electronically  with  other  health  care  organizations. 
Providers  will  achieve  meaningful  use  incrementally  in 
three  stages.  Final  rules  for  Stage  1  were  published  in 
July  2010  and  require  that  hospitals  and  providers  meet 
specified  objectives  to  qualify  for  incentives.  Though 
participation  in  the  incentive  payment  program  is 
voluntary,  the  law  reduces  reimbursements  for 
physicians  and  hospitals  who  do  not  achieve  meaningful 
use  of  EHRs  by  2015. 

EHR  Incentive  Payments  Pose  Administrative  Burden  to  Federally  Qualified  Health  Centers 
(FQHCs) 

FQHCs  are  safety  net  providers  that  employ  or  contract  with  their  clinicians.  Medicare  and  Medicaid 
reimburse  FQHCs  one  all-inclusive  rate  for  each  face-to-face  patient  visit  regardless  of  the  number  or 
type  of  procedures  provided  during  that  visit.  It  is  the  FQHC  entity  -  rather  than  the  individual  provider  - 
that  both  bills  and  is  reimbursed  by  Medicare  and  Medicaid.  HITECH,  however,  provides  EHR  incentive 
payments  to  individual  providers  rather  than  to  the  FQHCs  that  employ  them.  In  addition,  HITECH  bases 
EHR  incentive  payments  on  providers'  costs  for  the  purchase,  implementation,  and  upgrade  of  certified 
EHR  technology  -  even  though  it  is  the  FQHC  entity,  not  the  provider,  which  incurs  these  costs.  While 
FQHC  employees  and  contractors  will  likely  be  willing  to  assign  their  incentive  funding  to  the  FQHC 


48  percent 

Percentage  of  California  physicians 
(n=65,388)  that  have  implemented  EHRs. 
Forty-six  percent  of  physicians  have  not 
implemented  EHRs,  and  the  EHR  status  of 
seven  percent  of  physicians  is  unknown. 
Physicians  in  large  practices  are  more  likely 
to  have  adopted  EHR-usethan  physicians  in 
smaller  practices. 

Source:  SK&A,  2010^°^ 


EHR  Adoption  and  Implementation  in  San 
Francisco:  A  Work  in  Progress 

San  Francisco  providers  are  at  various 
stages  of  EHR  adoption  and 
implementation.  Several  San  Francisco 
Community  Clinic  Consortium  sites,  for 
example,  have  been  using  EHR  technology 
for  years;  additional  sites  adopted  EHRs  in 
2012.  SFDPH  continues  to  expand  the  use 
of  CareLink  SF  (a  product  of  eClinicalWorks) 
in  its  primary  care  and  specialty  clinics, 
bringing  San  Francisco  one  step  closer  to 
attaining  meaningful  use. 
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where  they  practice,  HITECH  does  not  align  with  FQHCs'  current  administrative  structure  and  poses  an 
administrative  burden  to  FQHCs  seeking  incentive  payments. 


Three  Stages  of  Meaningful  Use 

•  Stage  1:  Effective  in  2011,  Stage  1  criteria  focus  on  electronically  collecting  health  information  and 
using  that  information  to  track  key  conditions,  coordinate  care,  and  report  on  clinical  measures. 

•  Stage  2:  On  September  4  2012,  CMS  published  a  final  rule  on  Stage  2  meaningful  use  criteria.  Stage 
2  criteria  expand  on  Stage  1  in  the  areas  of  disease  management,  clinical  decision  support, 
medication  management,  and  bi-directional  communication  with  public  health  agencies.  All 
providers  must  achieve  meaningful  use  under  the  Stage  1  criteria  before  moving  to  Stage  2. 

•  Stage  3:  Criteria  to  be  established,  implementation  expected  in  2015.  Will  expand  on  Stages  1  and  2 
and  will  focus  on  improvements  in  quality,  safety,  patient  access  to  self-management  tools,  and 
more. 

Source:  CMS.gov 


Regional  Extension  Centers 

HITECH  provided  grants  to  create  Regional  Extension  Centers  to  offer  technical  assistance,  guidance  and 
information  on  best  practices  to  support  and  accelerate  health  care  providers'  efforts  to  become 
meaningful  users  of  EHRs.  There  are  60  Regional  Extension  Centers  around  the  country  representing 
nearly  every  geographic  region. 

State  Healtli  Information  Exchanges  (HIEs) 

HITECH  includes  a  grant  program  to  help  states  build  capacity  for  exchanging  health  information  across 
health  care  systems  both  within  and  across  states  while  moving  toward  nationwide  interoperability. 
HIEs  are  distinct  from  the  health  benefit  exchanges  established  under  Health  Reform.  (HIEs  are  portals 
for  the  exchange  of  clinical  information  whereas  health  benefit  exchanges  are  marketplaces  for  the 
purchase  of  health  insurance.)  Participation  in  a  HIE  is  not  a  specific  Stage  1  meaningful  use 
requirement;  however,  several  of  the  requirements  are  services  or  capabilities  commonly  offered 
and/or  facilitated  by  HIEs.  Additionally,  HITECH  does  not  require  formal  linkage  between  regional 
extension  centers  and  HIEs,  but  coordination  is  encouraged. 

Extension  ofHIPAA  Protections 

HIPAA,  enacted  in  1996,  provides  federal  protections  for  personal  health  information  held  by  covered 
entities  (e.g.,  providers  and  health  plans).  HITECH  extends  the  security  and  privacy  provisions  in  HIPAA 
by  expanding  the  list  of  covered  entities  responsible  for  maintaining  these  protections  and  subjecting 
violators  to  civil  and  criminal  penalties.  With  these  provisions,  HITECH  recognizes  the  benefit  of  sharing 
vital  health  information  among  health  care  providers  without  compromising  a  patient's  right  to  privacy. 

The  following  schematic  provides  an  overview  of  the  HITECH  structure  as  it  relates  to  the  use  and 
exchange  of  health  information. 
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Exhibit  30.  HITECH  structure,  illustrating  use  and  exchange  of  health  information 


American  Recovery  &  Reinvestment 
Act  (ARRA)  of  2009 


HITECH  Act 

Stimultes  adoption  of  health 
information  technology 


Office  of  the  National  Coordinator  for 
Health  Information  Technology  (ONC) 

Facilitates  electronic  USE  and 
EXCHANGE  of  health  information 


electronic  USE  of  health 
information 


electronic  fXCHAWGfofi 
health  information 


Electronic  Health 
Records  (EHRs) 


State  Health 
Information  Exchanges 
(HIES) 


Medicaid  and  Medicare 
Incentive  Programs 


Regional  Extension 
Centers 


Extension  of  HIPAA 
protections 


California's  Implementation  of  HITECH 

Medicare  and  Medicaid  Incentive  Payments 

As  a  federal  program,  Medicare  EHR  incentives  will  be  administered  at  the  federal  level.  The  California 
Department  of  Health  Care  Services  administers  incentive  payments  for  Medi-Cal,  California's  Medicaid 
program.  As  part  of  its  administration  of  the  incentive  payment  program,  California  created  a  state-level 
registry  for  provider  incentive  payments,  which  began  monitoring  providers'  meaningful  use  of  EHRs  in 
late  2011."° 

Regional  Extension  Centers 

The  California  Health  Information  Partnership  and  Services  Organization  (CalHIPSO)  is  one  of  the  60 
federally-designated  Regional  Extension  Centers  across  the  country  and  one  of  three  Regional  Extension 
Centers  serving  California.  CalHIPSO  provides  services  to  all  of  California  except  Los  Angeles  and  Orange 
counties,  where  Regional  Extension  Center  services  are  provided  by  L.A.  Care  and  CalOptima, 
respectively.  CalHIPSO  was  founded  by  the  California  Medical  Association,  the  California  Primary  Care 
Association,  and  the  California  Association  of  Public  Hospitals  &  Health  Systems  to  help  providers 
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navigate  EHR  implementation.  CalHIPSO  is  working  with  10  Local  Extension  Centers  that  offer  in-depth 
knowledge  of  their  local  areas  and  provider  communities.  Local  Extension  Centers  are  local  clinic 
consortia,  regional  medical  societies,  health  plans,  or  other  groups  that  have  the  ability  to  assist 
providers  in  a  community. 

HealthShare  Bay  Area  -  A  Local  Approach  to  Health  Information  Exchange 

Created  through  a  collaboration  of  key  health  care  providers,  HealthShare  Bay  Area  (HSBA)  -  a 
combination  of  efforts  in  San  Francisco  (the  San  Francisco  Health  Exchange,  or  "SFHEX")  and  the  East 
Bay  (Alameda  Contra  Costa  Health  Information  Technology  and  Exchange  Coalition,  "ACC-HITEC")  -  will 
afford  San  Francisco  and  East  Bay  health  care  providers  with  a  secure,  controlled,  and  interoperable 
method  for  exchanging  and  aggregating  patient  health  information  across  all  participating  providers  of 
care.  This  data  exchange  is  expected  to  improve  the  efficiency  of  service  delivery  while  decreasing  costs 
and  improving  patient  care  and  outcomes  throughout  the  Bay  Area.  The  HSBA  interoperability  services 
will  also  help  participating  providers  meet  Stage  2  and  3  requirements  for  meaningful  use. 

Starting  in  the  spring  of  2014,  participating  providers  will  be  able  to  use  HSBA  interoperability  services 
including  the  encounter  registry,  the  community  master  patient  index,  and  Nationwide  Health 
Information  Network  (NwHIN)  protocol  services.  HSBA  will  act  as  a  hub  for  information  distribution  by 
authenticating  that  all  requests  come  from  a  valid  registered  and  authorized  provider,  using  its  records 
locator  to  access  a  network  of  data  sources  and  providing  the  clinician  with  valuable  patient  information 
entered  by  that  patient's  current  and  previous  providers  (e.g.,  problem  list,  medication  list,  test  results, 
immunizations,  allergies,  clinical  documents  such  as  discharge  summaries,  operative  notes,  ambulatory 
visit  summaries,  etc.). 

Background 

Established  in  August  2009  and  operating  under  the  auspices  of  the  non-profit  San  Francisco  Medical 
Society  Community  Service  Foundation,  HSBA  organization  was  overseen  by  a  Governing  Committee 
with  representation  from  the  following  (*  indicates  founding  funders  and  board  members): 

•  *Alameda  Contra  Costa  Medical  Society 

•  *Alameda  County  Medical  Center 

•  At-large  independent  physicians 

•  *Brown  and  Toland  Independent  Practice  Association  (IRA) 

•  Catholic  Healthcare  West  (St.  Francis,  St.  Mary's) 

•  Chinese  Hospital  Association 

•  *Community  Health  Center  Network 

•  Health  services  consumer  representative 

•  *Hill  Physicians  IPA 

•  John  Muir  Health 

•  Licensed  alternative  medicine  providers 

•  *San  Francisco  Community  Clinic  Consortium 

•  *San  Francisco  Department  of  Public  Health 

•  San  Francisco  Kaiser  Permanente  Center 

•  San  Francisco  Mayor's  Office 

•  *San  Francisco  Medical  Society 
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•  *Sutter  Health  (California  Pacific  Medical  Center) 

•  University  of  California,  San  Francisco/Mt.  Zion  Medical  Center 

Accomplishments  to  Date 

HSBA's  major  accomplishments  to  date  include  the  creation  of  a  comprehensive  business  plan  and 
governing  structure,  establishment  of  prioritized  interoperability  needs  that  align  with  "meaningful  use" 
criteria,  and  merger  with  the  ACC-HITEC.  HSBA  has  also  initiated  discussions  with  providers  in  San  Mateo 
and  Marin  counties  in  an  effort  to  pursue  future  collaboration.  In  2012,  a  founding  member  participating 
and  funding  group  was  established  and  raised  over  $300,000  from  participants.  In  addition,  an  HSBA 
board  has  been  appointed  and  a  technology  vendor  search  concluded.  Additionally,  HSBA  has  become 
an  independently  incorporated  non-profit  entity  and  has  applied  for  501(c)(3)  status. 

In  November  2012,  HSBA  elected  to  suspend  all  activities  for  a  period  of  at  least  seven  months  to  allow 
its  member  organizations  time  to  implement  EHR  and  private  Health  Information  Organization  (HIO) 
solutions.  HSBA  management  will  survey  participating  organizations  periodically  to  determine  readiness 
to  begin  exchange,  and,  when  member  organizations  are  ready,  HSBA  will  again  become  active.  At  that 
time  -  projected  for  the  winter  of  2013  -  HSBA  will  seek  to  complete  its  technology  vendor  selection 
and  contracting  process  and  begin  actual  implementation. 

Funding 

Funding  for  HSBA  has  come  largely  from  participating  providers.  Community  fundraising  and  grant 
awards  will  also  be  entertained  to  support  HSBA's  development.  In  November  2010,  for  example,  HSBA 
received  a  $50,000  grant  from  the  Metta  Fund,  a  private  health  foundation  supporting  the  City  and 
County  of  San  Francisco.  HSBA  will  seek  other  community  foundation  grants  to  further  capitalize  the 
exchange  as  opportunities  arise. 


Innovation 


Overview 


With  the  advent  of  Health  Reform  and  the  pursuit  of 
the  "Triple  Aim,"  health  care  providers  and 
policymakers  are  in  search  of  innovative  means  of 
improving  health  care  delivery  systems.  Health  Reform, 
for  example,  has  advanced  the  concept  of  "patient- 
centeredness,"  resulting  in  increased  focus  on  the 
patient-centered  medical  home  model  as  a  way  to 
achieve  more  integrated,  cost-effective  care  that 
results  in  better  patient  outcomes.  Other  models,  such 
as  increased  reliance  on  nurse  practitioners  and 
physician  assistants  to  the  full  extent  of  their  training  - 
as  well  as  the  growing  prominence  of  retail  and  mobile 
clinics"^'     -  have  offered  innovative  solutions  to 
primary  care  access  issues  in  some  settings  while 
offering  the  added  benefit  of  containing  costs. 


Health  Care  Innovation  Tracker 

The  following  resources  offer  insight  into 
innovations  currently  influencing  the 
delivery  of  health  care  services  and  payment 
mechanisms: 

•  Center  for  Medicare  and  Medicaid 
Innovation  (http://innovations.cms.Rov) 

•  Agency  for  Healthcare  Research  and 
Quality  innovations  Exchange 
(www.innovations.ahrq.gov) 

•  California  HealthCare  Foundation, 
Innovations  for  the  Underserved 
(www.chcf.org/programs/innovatlons) 
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The  development  of  new  research  centers  and  funding  streams  dedicated  to  innovation  indicate  the 
degree  to  which  new  models  will  play  a  part  in  the  evolving  health  care  landscape,  particularly  under 
Health  Reform.  Launched  under  the  Affordable  Care  Act,  for  example,  the  Center  for  Medicare  and 
Medicaid  Innovation  (CMMI)  is  "a  new  engine  for  revitalizing  and  sustaining  Medicare,  Medicaid,  and 
the  Children's  Health  Insurance  Program  and  ultimately  for  improving  the  health  care  system  for  all 
Americans.""''  The  CMMI  serves  as  a  catalyst  for  testing  new  models  of  health  care  delivery  and 
payment,  hopefully  resulting  in  the  widespread  dissemination  of  innovations  proven  to  improve  health 
more  cost-effectively.  As  part  of  its  latest  effort  to  generate  innovative  solutions  to  health  care  issues, 
the  CMMI  will  award  up  to  $1  billion  in  grant  funding  through  the  Health  Care  Innovation  Challenge. 
Awards  will  go  to  applicants  who  propose  "compelling  new  ideas"  for  better,  more  cost-effective  health 
care  to  persons  enrolled  in  CMS  programs,  particularly  to  those  with  the  highest  health  care  needs. 
Several  San  Francisco  providers  collaborated  to  propose  a  Population-Oriented  Team  Model  of  Care 
Delivery  project.  (See  box  below  for  more  information.) 

The  list  of  possible  health  care  innovations  is  long,  preventing  adequate  discussion  of  each  in  the  current 
HCSMP.  To  complement  the  topic  of  health  information  technology  -  and  to  mirror  discussion  of  the 
HCSMP  Task  Force  -  this  portion  of  the  Health  System  Trends  Assessment  will  focus  on  the  current  state 
and  potential  impact  of  telehealth  on  increasing  access  to  health  care  services  among  underserved 
populations.  This  analysis  will  also  address  innovations  in  primary  care,  present  the  concept  of 
community  referrals  as  a  mechanism  to  link  patients  to  critical  community-based  services,  and  describe 
innovative  efforts  to  address  health  inequities  created  by  social  determinants  of  health. 

Telehealth 

"Telehealth,"  also  known  as  "telemedicine,"  broadly  defines  a  range  of  health  care  interactions  powered 
by  telecommunication  and  information  technologies  (e.g.,  phone,  email,  video  conferencing)  to  provide 
care  to  patients  remotely.  Examples  of  telehealth  services  include  but  are  not  limited  to: 


•  Patient/provider  email  communication; 

•  Video  conferencing  -such  as  between  a  patient  and  a 
specialist  to  whom  the  patient  might  not  otherwise  have 
access  or  for  video  medical  interpretation  for  non-English 
speaking  patients; 

•  "Store-and-forward"  communication,  such  as  sending  an 
image  to  an  outside  provider  for  consultation;  and 

•  Remote  health  monitoring,  such  as  when  a  diabetic  patient 
submits  blood  glucose  test  results  to  his  or  her  provider  in 
real  time. 


Proponents  of  telehealth  argue  that  the  practice  has  the  power  to  transcend  traditional  health  care 
access  barriers  cost-effectively,  making  the  physical  location  of  health  care  services  less  important, 
particularly  for  rural  and  underserved  communities. 


40  percent 

Percent  of  California  physicians 
(n=519)  who  use  email  to 
communicate  with  patients 
about  clinical  issues.  Among 
these,  only  30  percent  use 
email  routinely. 

Source:  Center  for  Studying  Health 
System  Change,  2008 
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Telehealth  in  California:  Degree  of  Practice,  Regulation,  and  Reimbursement 

California,  considered  a  pioneer  in  the  development  and  practice  of  telehealth,  became  one  of  the  first 
states  to  advance  legislation  to  require  reimbursement  for  telehealth  services.  Despite  this  legislation, 
known  as  the  Telemedicine  Development  Act  of  1996,  the  practice  of  telehealth  in  California  is  not 
widespread  and  is  most  prominent  in  the  state's  rural  areas. 

In  terms  of  regulation,  California  views  telemedicine  as  a  complement  to  traditional  medicine  -  not  a 
separate  form  of  medical  practice.  Practitioners  are  held  to  the  same  standard  of  care  in  the  provision  of 
telehealth  services  as  they  are  in  face-to-face  interactions. 

Reimbursement  for  telehealth  services  is  determined  by  program  and  is  largely  limited.  Under 
Medicare,  for  example,  live  interactive  telehealth  services  are  covered  only  if  the  patient  resides  in  a 
rural  area;  store-and-forward  services  are  not  eligible  for  reimbursement.  In  contrast,  Medi-Cal 
reimbursement  for  telehealth  services  has  recently  become  less  restricted,  thanks  in  large  part  to 
California's  Telehealth  Advancement  Act  of  2011.  (Please  see  box  below  for  more  information.)  Private 
insurance  coverage  is  limited,  dependent  on  contract  negotiations  between  health  plans  and  providers, 
and  focuses  largely  on  the  state's  rural  populations. 


Telehealth  Advancement  Act  of  2011 
(California  Assembly  Bill  415) 

In  October  2011,  California  Governor  Jerry  Brown  signed  into  law  California  Assembly  Bill  415,  also 
called  the  Telehealth  Advancement  Act  of  2011.  The  Act,  effective  January  1,  2012,  is  intended  to 
increase  the  practice  of  telehealth  throughout  the  state,  hopefully  generating  a  projected  $1  billion  in 
Medi-Cal  savings  for  California.  ^"  Specifically,  the  Act: 

■  Expands  the  definition  of  telehealth  to  include  a  broader  range  of  services  (including  services 
provided  by  email  and  phone); 

■  Applies  to  telehealth  services  provided  by  all  health  care  professionals  licensed  by  the  State  of 
California  -  not  just  physicians; 

■  Eliminates  certain  documentation  barriers.  For  example,  Medi-Cal  providers  are  no  longer  required 
to  document  barriers  to  face-to-face  interactions,  and  a  patient's  verbal  consent  is  now  deemed 
sufficient  for  telehealth  service  provision; 

■  No  longer  restricts  Medi-Cal  reimbursement  for  store-and-forward  services  (formerly  limited  to 
dermatology  and  ophthalmology); 

■  No  longer  restricts  the  settings  in  which  telehealth  services  may  be  provided. 


Efficacy 

The  evidence-base  for  telehealth  services  is  mixed.  Research  has  found,  for  example,  that  telehealth 
consultations  garner  high  levels  of  patient  satisfaction,  mostly  because  of  the  convenience  and 
immediacy  of  provider-patient  interactions."^  Some  research  has  also  found  telehealth  useful  in 
managing  chronic  conditions  (e.g.,  diabetes)  remotely.  Despite  these  positive  outcomes,  the  efficacy  of 
telehealth  services  is  clouded  by  a  general  lack  of  randomized,  controlled  clinical  trials,  the  results  of 
which  could  be  generalized  to  the  broader  population;  most  published  studies  focus  on  small,  narrowly 
defined  patient  samples."^ 
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The  Future  of  Telehealth 


Telehealth  services  hold  promise  for  increasing  access  to  health  care  services.  However,  various  barriers 
have  curbed  widespread  adoption  of  the  practice.  For  example,  the  initial  costs  needed  to  establish  the 
technological  infrastructure  required  for  telehealth  services  can  be  substantial,  and  most  outside 
funding  available  for  such  capital  costs  targets  rural  areas.  In  addition,  adoption  of  telehealth  services 
would  reflect  a  shift  in  how  California  providers  do  business  while  increasing  concerns  about  patient 
privacy;  however,  the  adoption  of  EHRs  -  and  providers'  increasing  ability  to  bill  Medi-Cal  and  other 
payers  for  telehealth  services  -  may  facilitate  this  shift.  On  the  patient  side,  more  vulnerable 
populations  may  lack  access  to  the  basic  technology  needed  to  communicate  their  health  information 
privately  and  securely. 

Despite  the  mixed  evidence  base  for  telehealth  services  and  potential  barriers  to  its  adoption,  demand 
for  such  care  is  likely  to  increase,  particularly  as  a  means  of  managing  chronic  conditions,  which  account 
for  75  percent  of  US  health  care  costs  annually.""  Hospitals  will  have  an  added  incentive  to  experiment 
with  remote  health  monitoring  and  other  telehealth  services,  as  they  will  face  payment  reductions  for 
excessive  readmissions  for  certain  conditions  starting  in  2013  under  Medicare  as  part  of  Health 
Reform."^' In  addition,  telehealth  services  offer  an  innovative  solution  to  providing  care  to  vulnerable 
populations  who  might  not  otherwise  have  access  to  timely,  flexible  care. 

Telehealth  Case  Study:  mHealth"' 

mHealth,  the  trend  of  using  mobile  phones  for  health,  illustrates  that  telehealth  services  need  not  rely 
on  complicated,  inaccessible  technology  to  have  an  impact.  The  applications  of  mobile  health 
technology  are  many,  ranging  from  remote  health  monitoring  to  voicemail  or  text  medication 
reminders  that  increase  adherence.  The  successful  Text4babv  application  sends  free  health  tips  to 
expectant  and  new  mothers  via  text,  offering  information  to  women  who  might  otherwise  lack  easy 
access  to  prenatal  support;  text  messages  continue  through  the  baby's  first  year.  That  mHealth  can  be 
as  simple  as  sending  a  text  message  -  smart  phone  technology  is  not  a  prerequisite  for  many  mHealth 
applications  -  suggests  one  avenue  of  increasing  health  access  for  vulnerable  populations  who  are 
more  likely  to  have  prepaid  mobile  phone  plans.  mHealth  also  promises  to  be  more  attractive  to  certain 
demographics,  such  as  youth,  who  are  increasingly  reliant  on  mobile  technology  in  their  daily  lives.  In 
addition,  certain  minority  groups  have  become  increasingly  reliant  on  mobile  technology,  signaling  an 
opportunity  to  increase  health  access  among  San  Francisco's  diverse  populations.  According  to  the  Pew 
Research  Center,  for  example,  Latinos  and  African  Americans  -  both  of  which  face  high  rates  of  chronic 
disease  -  are  more  likely  than  whites  to  own  a  cell  phone  and  use  non  voice  data  applications  on  their 
mobile  devices."" 


Innovations  in  Primary  Care 

According  to  a  California  Healthcare  Foundation  survey  of  insured  persons,  one-half  of  California's 
emergency  room  patients  felt  their  needs  could  have  been  addressed  via  a  doctor's  visit  had  a  primary 
care  provider  been  available."^  Explanations  for  inaccessibility  include  difficulty  finding  a  provider  who 
will  accept  Medi-Cal,  untimely  access  to  appointments,  limited  hours  of  operation,  and  transportation 
Issues.  This  reality,  coupled  with  an  expanding  insured  population  in  demand  of  primary  care  under 
Health  Reform,  signals  that  innovations  in  primary  care  are  key  to  increasing  San  Franciscans'  access  to 
needed  services. 
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Examples  of  primary  care  innovations  include  worksite  clinics  at  which  employees  may  seek  care  with 
more  limited  disruptions  to  their  health  and  productivity.  (While  adoption  of  worksite  clinics  decreased 
in  the  1970s,  mirroring  the  decline  of  the  US  manufacturing  sector,  Health  Reform  language  pushing 
employers  to  provide  wellness  and  prevention  programs  may  stem  this  tide.^^^ )  Other  primary  care 
innovations  include  increasing  reliance  on  pharmacies  and  retail  clinics,  which  typically  offer  expanded 
hours  of  operation  compared  to  the  typical  physician's  office  as  well  as  shorter  wait  times  and  walk-in 
access.  Please  note,  however,  that  existing  research  has  not  yet  shown  a  link  between  the  presence  of 
retail  clinics  and  improved  health  care  access  for  vulnerable  populations,  as  retail  clinics  typically  locate 
in  lower  poverty/higher  median  income  areas. 

Community  partnerships  also  promise  to  bridge  the  primary  care  access  gap  by  integrating  care  with  the 
community.  The  ACCESS  Health  Care  Network,  for  example,  extends  its  patient  reach  through  existing 
relationships  with  community  organizations  (e.g.,  churches,  schools,  etc.)  and  academic  partners.^" 
ACCESS  -  the  largest  FQHC  in  the  US,  operating  more  than  50  health  centers  in  metro  Chicago  -  partners 
with  community  organizations  to  provide  health  and  wellness  education  and  outreach.  ACCESS  also 
offers  a  range  of  specialist  services  to  patients  through  a  partnership  with  the  University  of  Chicago, 
which  sends  trained  specialists  to  provide  care  at  ACCESS  health  centers.  In  addition  to  the  program's 
philosophy  of  partnership  and  collaboration,  ACCESS  has  increased  patient  access  to  care  by  extending 
its  hours  of  operation  and  through  adoption  of  an  EHR  system  that  allows  patients  to  view  their  personal 
health  data. 


A  Local  Primary  Care  Innovation:  HealthFirst 

Initiated  with  support  from  the  Skirball  Foundation  and  Atlantic  Philanthropies,  HealthFirst  is  a  chronic 
disease  self-management  program  and  resource  center  located  in  California  Pacific  Medical  Center's  St. 
Luke's  Health  Center.  HealthFirst  is  unique  in  its  integration  of  trained  clinical  health  workers  (CHW)  in  a 
primary  care  setting;  HealthFirst  is  a  recognized  partner  of  the  City  College  of  San  Francisco  CHW 
certificate  program. 

In  the  HealthFirst  model,  primary  care  physicians  refer  stable,  chronically  ill  patients  to  the  program, 
which  is  staffed  by  CHWs,  clinical  nurse  educators,  a  nurse  practitioner,  and  a  licensed  clinical  social 
worker.  CHWs  enhance  this  multidisciplinary,  multilingual  team  to  empower  patients'  self-management 
of  chronic  conditions  via  medical  adherence  interventions,  support,  group  sessions,  and  assistance 
overcoming  barriers. 

Research  has  shown  that  HealthFirst  succeeds  in  improving  the  health  outcomes  of  diabetic  patients  by 
bettering  their  blood  sugar  levels  and  cholesterol.^"  In  addition,  HealthFirst  has  garnered  high  levels  of 
patient  satisfaction,  significant  in  that  the  program  serves  high  numbers  of  Spanish-speaking  patients 
who  are  publicly  insured  or  uninsured  -  persons  who  traditionally  face  health  care  access  barriers. 


Community  Resource  Referrals 

Research  resulting  from  the  Robert  Wood  Johnson  Foundation's  Prescription  for  Health  initiative 
suggests  that  linkages  between  primary  care  providers  and  community  resources  offer  the  potential  to 
help  patients  establish  and  maintain  healthy  behaviors.^^°  While  helping  patients  improve  health 
outcomes,  provider  referrals,  or  "prescriptions,"  to  community  resources  (e.g.,  free  fitness  classes. 
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support  groups,  etc.)  offer  the  added  benefit  of  potentially  mitigating  the  burden  placed  on  the  US 
health  care  system  by  unhealthy  behaviors  that  result  in  chronic  disease. 


Examples  of  existing  community  resource  referral  programs  vary  in  the  degree  to  which  they  use 


technological  and  human  capital.  The  United  Way's 
National  2-1-1  Collaborative,  for  example,  operates  a 
phone  system  and  resource  database  to  provide  users 
(providers  and/or  individuals  themselves)  with  access 
to  local  information  on  available  resources. 
HealthLeads,  in  contrast,  couples  an  online,  Wiki- 
resource  database  with  clinic-based  volunteers,  or 
"connectors,"  who  link  patients  to  community 
resources,  facilitate  that  connection,  and  also  follow- 
up  on  the  patient's  use  of  and  success  with  the 
resources  to  which  they  are  referred.  HealthLeads  is  a 
social  entrepreneurial  venture  that  operates  in  six 
cities  at  21  different  sites. 

Research  has  found  that  "linkages  were  stronger 
when  they  incorporated  practice  or  resource  abilities 
to  motivate  the  patient,  such  as  brief  counseling  or 
post-referral  outreach,"^^^  suggesting  that  some 
iteration  of  the  HealthLeads  model  could  be  a  viable  community  referral  resource  approach  for  San 
Francisco. 

Innovations  to  Address  Social  Determinants  of  Health 


Resources  Match:  A  San  Francisco 
Community  Resource  Referral  Example 

Mission  Asset  Fund's  "Resources  Match,"  is 
an  online  intake,  screening,  and  referral  tool 
used  to  connect  low-income  people  to 
various  government  programs,  community- 
based  services,  and  financial  products. 
Thirty-six  San  Francisco  community-based 
organizations,  schools,  and  public 
departments  use  Resources  Match 
currently.  The  Resources  Match  application 
matches  individual  socio-economic  profiles 
against  eligibility  criteria  and  utilizes  a 
scoring  engine  to  match  client  data  to 
services  in  the  system. 


According  to  the  World  Health  Organization,  "The  social  determinants  of  health  are  the  conditions  in 
which  people  are  born,  grow,  live,  work  and  age, 
including  the  health  system.  These  circumstances  are 
shaped  by  the  distribution  of  money,  power  and 
resources  at  global,  national  and  local  levels,  which  are 
themselves  influenced  by  policy  choices.  The  social 
determinants  of  health  are  mostly  responsible  for  health 
inequities  -  the  unfair  and  avoidable  differences  in  health 
status  seen  within  and  between  countries. "^^^ 
Innovations  targeting  the  health  issues  caused  by  social 
determinants  offer  the  potential  to  lessen  the  community 
health  impact  they  pose  while  aligning  with  the  National 
Quality  Strategy.  Established  under  Health  Reform  and 
building  on  the  concept  of  the  "triple  aim,"  the  National 
Quality  Strategy  advances  the  importance  of  population 
health,  charging  health  providers  to  partner  with  the 
broader  community  to  "improve  the  health  of  the  US 
population  by  supporting  proven  interventions  to  address 
behavioral,  social,  and  environmental  determinants  of 
health  in  addition  to  delivering  higher-quality  care."^^^ 


National  Quality  Strategy  Principles 

1. 

Person-centeredness  and  family 

engagement 

2. 

Specific  health  considerations 

3. 

Eliminating  disparities  in  care 

4. 

Aligning  the  efforts  of  public  and 

private  sectors 

5. 

Quality  improvement 

6. 

Consistent  national  standards 

7. 

Primary  care  will  become  a 

bigger  focus 

8. 

Coordination  will  be  enhanced 

9. 

Integration  of  care  delivery 

10. 

Providing  clear  information 

Source:  Aaencv  for  Healthcare  Research 

and  Quality 
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A  local  example  of  such  Innovation  includes  the  San  Francisco  Tobacco  Free  Project  (SFTFP),  a  project  of 
SFDPH  and  local  community-based  organizations.  The  SFTFP  strives  to  increase  community  and 
organizational  capacity  to  address  the  social  determinants  of  health  associated  w/ith  tobacco-related 
illness  by  partnering  with  community  members  and  helping  them  acquire  the  skills  and  resources  they 
need  to  investigate,  plan,  implement,  and  evaluate  actions  that  change  their  environment  and  promote 


health.     In  existence  since  1996,  SFTFP  efforts  have  led  to  the  enactment  a  citywide  ban  on  tobacco 
ads,  creation  of  tenant-driven  smoke-free  policies  in  multi-unit  housing,  enforcement  of  local  and 
national  laws  prohibiting  bidi  tobacco  product  and  cigar  use  by  youth,  and  more.  While  the  SFTFP  does 
not  address  poverty  or  other  root  causes  of  health  inequities,  it  has  been  successful  in  changing 
environments  in  which  vulnerable  populations  live  and  has  empowered  communities  to  create  health 
policies  and  services  tailored  to  their  needs. 

Another  local  example  of  innovation  is  the  work  done  by  the  Program  on  Health,  Equity,  and 
Sustainability  (PHES)  within  SFDPH's  Environmental  Health  Branch.  Since  2000,  PHES  has  been  working 
in  partnership  with  residents,  public  agencies  and  private  organizations  to  advance  healthy 
environments  and  social  justice  through  innovative  research,  interdisciplinary  collaboration,  and  support 
of  community  participation  in  public  policy  making.  PHES  efforts  have  resulted  in:  a  citywide  initiative  to 
reduce  pedestrian  injury  and  death;  local  ordinances  to  reduce  traffic-related  air  pollution  and  noise 
exposure;  programs  to  improve  housing  quality  and  access  to  healthy,  affordable  foods  for  low-income 
seniors,  people  with  disabilities  and  families;  the  development  and  use  of  applied  research  tools  to 
increase  consideration  of  health  and  health  inequities  in  decision-making  and  community-based 
planning;  and  an  internationally-recognized  health  impact  assessment  practice. 

Understanding  a  social  determinants  approach  is  most  easily  illustrated  via  the  Bay  Area  Regional  Health 
Inequities  Initiative  (BARHII)  Conceptual  Framework  for  Understanding  and  Measuring  Health  Inequities, 
which  appears  below.  The  SFTFP  would  be  an  example  of  an  innovation  that  had  focused  on 
"midstream"  issues  at  the  neighborhood  level  by  addressing  involuntary  exposure  to  second  hand 
smoke  and  tobacco  advertising. 

Exhibit  31.  BARHII  framework  for  understanding  and  measuring  health  inequities 


UPSTREAM 


Sociol  F.ictors 


SOCIAL 

INEQUALHIES 

Class 

Race/ettinicity 
Gendef 
Immigration 
Status 


INSTITUTIONAL 
^OWER 
Corporations  & 
oTher  husinesses 
3o'.''t  agencies 
Schools 


hSEIGHBORHOOD 
CONDITIOI^ 

Physical  environinem 

Lane  use 

Transportation 

Housng 

ResKlsntia!  segrecaticn 

Social  environment 

E/.penerice  of  ojss 
Expivena  of  racis^n 
Experience  of  genoer 
Cultural  assimilat'on 
'isoi3Son 

Popualion  histories 


BEHAVIORS 

Nutntion 
Physcai  activity 
Violence 


<  3 


DOWNSTREAM 


Health  Status 


DISEASE 
&  SNJURY 

InJecirous  disease 
Cnronic  disease 
Injury  cntentional 
5  uniHtentionaii 


MORTALITY 


Infant 

niortaiity 

Ufe 

expectancy 


Collectively,  the  SFTFP  and  the  BARHII  conceptual  framework  demonstrate  the  importance  of  a  "health 
in  all  policies"  (HiAP)  approach  to  promoting  and  protecting  health,  an  innovation  that  recognizes  that 
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health  is  affected  by  a  range  of  non-health  care  related  policies  that  influence  the  way  people  live,  work, 
and  play  (e.g.,  easy  access  to  transportation,  affordable  and  nutritious  food,  etc.).  The  HiAP  approach 
also  offers  implications  for  land  use  including  but  not  limited  to  the  location  of  health  care  facilities.  For 
example,  zoning  restrictions  on  where  fast  food  restaurants  and  liquor  stores  may  be  located  (e.g.,  a 
specified  distance  from  schools  and  health  care  facilities)  or  designing  streets  and  sidewalks  to  promote 
pedestrian  activity  offer  the  potential  to  promote  healthy  behaviors  and  support  the  existing  health  care 
system.  By  formally  adopting  a  HiAP  approach,  San  Francisco  has  the  power  to  advance  the  importance 
of  public  health  across  disciplines  while  addressing  the  health  inequities  facing  the  city  and  county's 
vulnerable  populations. 


Disaster  Planning 


Public  Health  Emergency  Preparedness  and  Response  Section 

In  February  2011,  SFDPH  formed  the  Public  Health  Emergency  Preparedness  and  Response  (PHEPR) 
Section  to  serve  the  public,  SFDPH,  and  community  partners  by  coordinating  health  emergency 
preparedness,  response,  and  recovery  efforts.  Since  its  inception,  PHEPR  has  furthered  San  Francisco's 
preparedness  efforts  by: 

•  Convening  a  PHEPR  Steering  Committee  to  conduct  a  strategic  planning  process  that  resulted  in 
an  SFDPH  vision  for  emergency  preparedness  and  response  as  well  as  the  purpose  and  values  of 
the  PHEPR  section. 

•  Developing  an  SFDPH  emergency  preparedness  and  response  work  plan  identifying  five  Year  1 
priority  capabilities  in  addition  to  multiple  five-year  goals. 

•  Facilitating  the  Community  Health  Emergency  Planning  Project  to  foster  productive  emergency 
planning  processes  among  neighborhood/Emergency  Response  Districts  (ERD)  partners  to 
improve  emergency  communication  plans  and  promote  personal  and  facility  72-hour 
preparedness.  This  project  included  Community  Oriented  Primary  Care  clinics,  San  Francisco 
Community  Clinic  Consortium  facilities.  Community  Behavioral  Health  Services  sites,  and 
community-based  organizations  providing  mental  health  and  substance  abuse  services.  The 
Community  Health  Emergency  Planning  Project,  which  concluded  in  October  2011,  included  45 
different  organizations  and  just  fewer  than  200  programs. 

•  Hiring  a  consultant  to  coordinate  the  development  of  all  operational  citywide  medical  surge 
plans  that  include  alternative  care  site  planning.  The  consultant  assessed  all  San  Francisco 
hospitals'  surge  capacity  as  well  as  that  of  the  city's  five  long-term  care  facilities  and  created  a 
detailed  roadmap  for  citywide  medical  surge  plan  development  in  Francisco. 

Within  five  years  of  operation,  PHEPR  plans  to  establish  a  comprehensive  all-hazards  SFDPH  emergency 
operation  plan;  establish  a  comprehensive  citywide  medical  surge  plan;  establish  a  flexible  emergency 
communication  plan;  establish  a  network  of  health  service  programs  and  facilities  prepared  to  partner 
during  and  after  emergencies;  and  establish  an  emergency  resource  management  and  distribution 
system. 
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Department  of  Emergency  Management 


PHEPR's  work  will  complement  that  of  the  existing  San  Francisco  Department  of  Emergency 
Management  (DEM).  DEM  manages  disaster  preparation,  mitigation,  and  response;  9-1-1  dispatch;  and 
homeland  security  grant  distribution  for  the  City  and  County  of  San  Francisco.  DEM  was  created  in  2006 
by  local  legislation  that  reorganized  the  Emergency  Communications  Department  and  the  Office  of 
Emergency  Services  into  a  single  agency.  DEM  is  composed  of  two  divisions:  Emergency 
Communications  and  Emergency  Services. 


Capacity  -i-  Gap  Assessment 


Overview 


Exhibit  32.  City  and  County  of  San  Francisco 


The  City  and  County  of  San  Francisco  occupies 
approximately  49  square  miles.  Within  its  footprint, 
providers  offer  a  rich  variety  of  health  and  wellness 
services  to  its  diverse  population  of  805,235 
residents. Housed  in  numerous  facilities  throughout 
the  city  and  county,  these  services  strive  to  meet  the 
primary  care,  emergency,  long-term  care,  and  other 
health  needs  facing  San  Francisco's  growing  and  diverse 
population.  Despite  San  Francisco's  relatively  small  size 
and  "service  rich"  environment,  however,  many  of  San 
Francisco's  more  vulnerable  residents  still  struggle  to 
access  the  health  care  services  needed  to  optimize  their 
health  outcomes. 

This  assessment  strives  to  explore  more  fully  the 
current  capacity  of  San  Francisco's  health  care  facilities 
and  projects  the  city/county's  future  capacity  needs 
based  on  population  projections  and  other  data.  This  assessment  also  to  addresses  access,  or 
"connectivity,"  gaps  in  San  Francisco's  health  care  system  as  voiced  by  members  of  the  public  and  the 
HCSMP  Task  Force.  The  assessment  explores  the  potential  geographic  access  barriers  to  care  that  exist 
despite  San  Francisco's  small  footprint  and  extensive  transit  system  and  also  delves  into  connectivity 
gaps  that  result  from  residents'  health  literacy  and  cultural/linguistic  needs  versus  the  existing  health 
care  delivery  system's  capacity  to  tailor  care  in  a  manner  best  suited  to  the  patient.  While  health 
insurance  coverage  also  affects  an  individual's  ability  to  connect  to  health  care  services,  please  note  that 
coverage  issues  will  not  be  presented  here.  Please  revisit  the  Health  System  Trends  Assessment  of  this 
HCSMP  for  more  information. 


7  miles 
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Current  Resource  Availability 


Hospital  Availability  and  Use  in  San  Francisco 

Hospital  Facilities  are  Geographically  Concentrated  in  San  Francisco's  Northeast  Quadrant,  Mirroring 
Population  Density 

According  to  2012  OSHPD  data,  there  are  11  licensed  acute  care  hospitals  in  San  Francisco  \N\th 
campuses  at  13  geographic  locations.  Those  hospitals  are  as  follow/s: 

•  Chinese  Hospital 

•  California  Pacific  Medical  Center  (California,  Davies,  and  Pacific  Campuses) 

•  California  Pacific  Medical  Center  -  St.  Luke's  Campus 

•  Jewish  Home 

•  Kaiser  Foundation  Hospital 

•  Laguna  Honda  Hospital  &  Rehabilitation  Center 

•  San  Francisco  General  Hospital  &  Trauma  Center 

•  St.  Francis  Memorial  Hospital 

•  St.  Mary's  Medical  Center 

•  University  of  California,  San  Francisco  (Mt.  ZIon  and  Parnassus  Campuses) 

•  University  of  California,  San  Francisco  -  Langley  Porter  Psychiatric  Hospital 

The  following  map  illustrates  the  geographic  distribution  of  hospitals  throughout  San  Francisco's 
neighborhoods,  also  showing  population  density.  As  evidenced  below,  San  Francisco's  existing  facilities 
are  concentrated  in  the  city's  northeast  quadrant,  which  are  also  the  city/county's  most  densely 
populated  areas.  There  are  no  San  Francisco  hospital  facilities  along  the  city/county's  western-  and 
southern-most  borders. 
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Exhibit  33.  Current  San  Francisco  hospital  locations  with  population  density  overlay  (2012) 
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San  Francisco's  hospital  landscape  is  projected  to  change  In  2015  as  a  result  of  California  Senate  Bill  (SB) 
1953.  SB  1953  (and  subsequent  related  legislation  amending  SB  1953)  requires  that  hospitals  failing  to 
meet  specified  seismic  safety  standards  be  rebuilt  by  2015.  The  ultimate  goal  of  SB  1953  is  to  afford 
Californians  safer  hospital  buildings  without  jeopardizing  their  access  to  health  care. 

The  following  map  below  projects  the  future  geographic  distribution  of  hospital  facilities  in  San 
Francisco  in  response  to  SB  1953.  Most  significantly: 

•  UCSF  will  open  a  new  facility  in  the  IVIission  Bay  neighborhood,  which  will  focus  on  children's, 
women's  specialty,  and  cancer  care.  This  facility  will  provide  greater  geographic  hospital  access 
to  residents  in  southeast  San  Francisco. 

•  CPMC  plans  to  open  a  new  hospital  facility  in  Cathedral  Hill  (Van  IMess/Geary)  and  will  no  longer 
provide  hospital  care  at  its  California  and  Pacific  campuses. 

Please  note  that  while  SFGH,  St.  Luke's  Hospital,  and  Chinese  Hospital  will  also  be  rebuilt  pursuant  to 
plans  already  approved  by  the  city,  their  geographic  locations  will  not  change  significantly. 
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Exhibit  34.  Projected  San  Francisco  hospital  locations  in  2015  with  population  density  overlay 
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'While  licensed  as  acute  care  hospitals,  Lafjtina  Hcncla 
(iospltal  serves  primarily  asa  provider  of  long  -temi  cart: 
and  rehabilitation  services,  and  Langley  Porter  is  a 
psvdiiatric  hospital  part  of  the  UCSF  system. 


San  Francisco  Rate  of  General  Acute  Care  Hospital  Beds  per  Population  Exceeds  That  of  State 


According  to  2012  OSHPD  data,  there  were  4,813  licensed  hospital  beds  in  San  Francisco.  Of  those, 
2,953  were  general  acute  care  beds.  (Skilled  nursing  beds  and  psychiatric  beds  are  discussed  in  nnore 
detail  later  in  this  document.)  In  San  Francisco,  there  were  3.6  licensed  general  acute  care  hospital  beds 
per  1,000  population  compared  to  2.0  per  1,000  statewide.  This  suggests  that  San  Francisco's  acute  care 
hospital  bed  supply  is  potentially  sufficient  to  meet  the  needs  of  its  population,  making  the  assurance  of 
access  to  existing  hospital  facilities  an  important  focus.  The  following  exhibit  shows  the  breakdown  by 
types  of  licensed  hospital  beds  in  San  Francisco. 
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Exhibit  35.  Type  and  number  of  hospital  beds  in  San  Francisco  (2012) 
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Source:  OSHPD  Preliminary  2012  Hospital  Annual  Utilization  Database,  Extracted  on  May  31,  2013 
Hospital  Use  Patterns  Dependent  on  Where  Patients  Live 

The  following  exhibit  lists  San  Francisco's  licensed  acute  care  hospitals  by  order  of  greatest  general 
acute  care  utilization  to  least.  Discharge  rates  reflect  utilization  of  both  San  Francisco  and  out  of  county 
residents.  For  2010,  more  than  one-quarter  of  ail  patients  hospitalized  in  San  Francisco  were  discharged 
by  UCSF  Medical  Center  (26.1  percent),  followed  by  Kaiser  (13.9  percent),  CPMC-Pacific  (13.6  percent), 
and  SFGH  (13.3  percent). 

Exhibit  36.  San  Francisco  hospitals  by  use  of  general  acute  medical  services  (2010) 
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UCSF  Medical  Center-Parnassus 
Kaiser  Foundation  Hospital 
CPIVIC-Pacific 


Number  of  General  Acute  Discharges      Percent  of  Total 


25,171 
13,337 
13,068 


26.1 
13.9 
13.6 
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Hospitat    Number  of  General  Acute  Discharges     Percent  of  Total 


San  Francisco  General  Hospital 

12,788 

13.3 

CPMC-California 

8,104 

8.4 

St.  Mary's  Medical  Center 

5,461 

5.7 

St.  Francis  Memorial  Hospital 

5,105 

5.3 

St.  Luke's  Hospital 

3,769 

3.9 

CPMC-Davies 

3,714 

3.9 

UCSF  Medical  Center-Mt.  Zion 

3,602 

3.7 

Chinese  Hospital 

1,942 

2.0 

Laguna  Honda  Hospital  and  Rehabilitation  Center 

199 

0.2 

Langiey  Porter  Psychiatric  Institute 

0 

0.0 

TOTAL 

96,260 

100.0% 

Source:  Office  of  Statewide  Health  Planning  and  Development  (OSHPD)  Hospital  Utilization  Profile  Report,  2010 

When  looking  solely  at  hospital  use  among  San  Francisco  residents  (out  of  county  residents  excluded), 
hospital  utilization  patterns  change.  The  following  exhibit  lists  the  top  10  most  used  hospitals  by  San 
Francisco  residents  in  2008.  Cityv\/ide,  over  one  quarter  (28  percent)  of  San  Francisco  residents  who 
were  hospitalized  were  discharged  from  California  Pacific  Medical  Center.  This  is  followed  by  San 
Francisco  General  Hospital  (16  percent),  UCSF  Medical  Center  (14  percent)  and  Kaiser  Foundation 
Hospital  (12  percent). 


Exhibit  37.  Top  10  hospitals  most  used  by  San  Francisco  residents  (2008) 


Percent  of  Total 


California  Pacific  Medical  Center 

22,088 

27.6 

San  Francisco  General  Hospital 

12,943 

16.1 

UCSF  Medical  Center 

11,216 

14.0 

Kaiser  Foundation  Hospital  -  Geary  SF 

9,258 

11.6 

St.  Mary's  Medical  Center,  San  Francisco 

4,768 

5.9 

St.  Luke's  Hospital 

4,413 

5.5 

St.  Francis  Memorial  Hospital 

4,272 

5.3 

Chinese  Hospital 

2,318 

2.9 

Seton  Medical  Center  (in  Daly  City,  San  Mateo  County) 

1,932 

2.4 

Kaiser  Foundation  Hospital  -  South  San  Francisco 

1,048 

1.3 

Total  Discharges 

80,154 

Source:  Office  of  Statewide  Health  Planning  and  Development  (OSHPD)  Patient  Discharge  Profile,  2008 
NOTE:  Out  of  county  patient  utilization  is  not  captured  in  the  above  numbers. 
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When  examining  San  Francisco  residents'  hospital  use  by  neighborhood,  intensity  of  hospital  use  varies 
greatly.  The  exhibit  below  shows,  for  example,  that  33  percent  of  hospitalized  Tenderloin  residents  were 
discharged  from  San  Francisco  General  Hospital  compared  to  16  percent  of  residents  citywide;  24 
percent  of  hospitalized  Chinatown  residents  were  discharged  from  Chinese  Hospital  compared  to  only 
three  percent  of  residents  citywide.  This  variability  is  likely  due  to  factors  such  as  proximity,  types  of 
services  needed  and  offered,  a  facility's  cultural/linguistic  match  to  a  patient's  needs,  economic  and/or 
policy-related  reasons,  and/or  personal  preference.  All  of  these  factors  were  discussed  in  the  HCSMP 
focus  groups. 


Exhibit  38.  Hospital  use  by  residents  of  select  San  Francisco  neighborhoods*  (2008) 


It  All  Percent  All 

Hospitalized   Hospitalized    Hospitalized    Hospitalized  Hospitalized 

San  Francisco  Tenderloin  Mission/Bernal  Chinatown  Bayview 

Residents      Residents       Residents       Residents  Residents 
(Rates  that  exceed  the  SF,  average  are  bold) 


Hospital 


California  Pacific  Medical  Center- Pacific 
Campus 

San  Francisco  General  Hospital 

UCSF  Medical  Center 

Kaiser  Foundation  Hospital  -  Geary  SF 

St.  Mary's  Medical  Center,  San  Francisco 

St.  Luke's  Hospital 

St.  Francis  Memorial  Hospital 

Chinese  Hospital 

Seton  Medical  Center 

Kaiser  Foundation  Hospital  -  South  San 

Francisco 


27.6 

16.1 

14.0 

11.6 

5.9 

5.5 

5.3 

2.9 

2.4 

1.3 


17 
33 
11 
7 
4 
5 

13 

2 


17 

25 

12 
12 
3 

14 

2 
2 
5 
3 


28 

11 
7 
6 
3 
0 
14 
24 


12 
34 

12 
13 
2 

13 
2 
1 
2 


*  These  neighborhoods  correspond  to  communities  in  which  HCSMP  Task  Force  meetings  were  held,  based  on  an  analysis  of  risk 
indicators  from  Health  Matters  in  Son  Francisco. 
Source:  OSHPD  Patient  Origin  Profile,  2008 


According  to  2008  discharge  data  from  California's  Office  of  Statewide  Health  Planning  and 
Development  (OSHPD),  61  percent  of  patients  seen  in  San  Francisco  hospitals^^^  reside  in  the 
city/county,  while  the  remaining  39  percent  live  outside  of  San  Francisco.  Among  the  39  percent  from 
outside  San  Francisco,  18  percent  are  from  neighboring  counties:  eight  percent  from  San  Mateo  County, 
five  percent  from  Alameda  County,  four  percent  from  Marin  County  and  one  percent  from  Santa  Clara 
County. 
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Emergency  Medical  Services  (EMS) 

Increased  Utilization  of  EMS  Likely  to  Continue  as  Population  Ages 


According  to  the  California  Office  of  Statewide  Health  Planning  and  Development  (OSHPD),  San 
Francisco  has  157  emergency  medical  service  (EMS)  treatment  stations,  "^'"^  translating  to  19.5  EMS 
beds  per  100,000  population."^  While  the  number  of  EMS  treatment  stations  held  relatively  steady 
between  2006  and  2010,  utilization  of  available  stations  has  increased  by  13  percent  in  the  same  time 
period  as  illustrated  in  the  exhibit  that  follows.  Demand  for  EMS  treatment  is  likely  to  grow  in  the 
coming  years  as  San  Francisco's  population  becomes  increasingly  older. 

Exhibit  39.  Aggregate  San  Francisco  emergency  treatment  stations  and  visits  per  station,  2006-2010 

1,800 


1,600 
1,400 
1,200 
1,000 
800 
600 
400 
200 
0 


2006 


2007 


2008 


2009 


2010 


■Treatment  Stations 


163 


163 


163 


157 


157 


■  ED  Visits  Per  Station 


1,395 


1,392 


1,424 


1,563 


1,574 


Source:  Office  of  Statement  Health  Planning  and  Development.  Emergency  Medical  Service  Pivot  Profile.  "2006-2010  EMS 
Utilization  Trends. "  http:/Mww. oshpd. ca.QOv/hid/Products/Hospitals/Utilization/Hospital  Utilization. In tml.  (Accessed  9/17/12.) 

The  degree  to  which  San  Francisco's  EMS  capacity  is  sufficient  to  meet  patient  demand  is  unclear. 
Crowded  EMS  conditions,  for  example,  may  be  as  much  -  if  not  more  -  the  result  of  patient  flow  issues 
rather  than  a  clear  signal  of  need  for  more  EMS  treatment  stations.  According  to  the  Government 
Accountability  Office: 


[0}ne  key  factor  contributing  to  crowding  ot  many  hospitals  involves  the  inability  to  move 
patients  out  of  emergency  departments  and  into  inpatient  beds  when  these  patients  must  be 
admitted  to  the  hospital  rather  than  released  after  treatment.  With  no  inpatient  beds  available 
for  them,  these  patients  then  have  to  board  in  the  emergency  department,  reducing  the 
emergency  department's  ability  to  see  additional  patients/'*" 
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To  determine  the  degree  to  which  San  Francisco  has  sufficient  ElVIS  capacity  requires  assessment  along 
indicators  of  EMS  overcrowding  such  as  the  percentage  of  patients  who  board  in  an  emergency 
department  for  two  hours  or  more;  the  proportion  of  patients  who  leave  before  a  medical  evaluation; 
and  the  number  of  hours  on  ambulance  diversion.  While  San  Francisco  lacks  comprehensive  aggregate 
information  along  the  first  indicator,  information  is  available  for  both  the  rate  of  patients  leaving  before 
treatment  and  ambulance  diversion. 


San  Francisco  Sees  Minimal  Increase  in  Number  of  Patients  Leaving  EMS  Before  Treatment,  Possibly 
Signaling  Overcrowding  and  Issues  of  Patient  Flow 

Research  suggests  that  many  EMS  patients  who  register  but  leave  without  being  seen  (LWOBS)  are 
seriously  ill  and  at  risk  of  poorer  health  outcomes. As  indicated  in  the  exhibit  below,  the  actual 
number  of  San  Francisco  EMS  patients  who  LWOBS  increased  by  approximately  five  percent  between 
2006  and  2010,  increasing  from  11,897  in  2006  to  12,470  in  2010.  However,  the  proportion  of  patients 
who  LWOBS  to  total  EMS  visits  (non-EMS  visits  excluded)  held  relatively  steady  with  5.2  percent  of 
patients  LWOBS  in  2006  compared  to  5.0  percent  in  2010. 


Exhibit  40.  Aggregate  EMS  visits  vs.  non-EMS  visits  in  San  Francisco,  2006-2010 


300,000 
250,000 
200,000 
150,000 
100,000 
50,000 


2006 


2007 


2008 


2009 


2010 


□  EMS 


227,382 


226,942 


232,166 


245,410 


247,118 


I  Non-EMS  Visits 


7,317 


5,957 


7,134 


4,348 


9,825 


m  Registered,  Left  Without  Being 
Seen 


11,897 


10,140 


15,340 


17,154 


12,470 


Source:  Office  of  Statement  Health  Planning  and  Development.  Emergency  Medical  Service  Pivot  Profile.  "2006-2010  EMS 
Utilization  Trends. "  http://www.aslipd.ca.Qov/hid/Products/l-lospitals/Utilization/l-lospita!  Utilization.html.  (Accessed 
9/17/12.) 

While  a  review  of  the  literature  does  not  yield  a  standard  or  benchmark  for  that  which  constitutes  an 
"acceptable"  level  of  patients  who  LWOBS,  recent  research  examining  LWOBS  rates  in  acute-care,  non- 
federal hospitals  in  California  found  that  the  rates  of  LWOBS  patients  ranged  from  0  percent  to  20.3 
percent  in  2007,  with  a  median  of  2.6  percent.^'*^  Using  this  standard,  San  Francisco's  LWOBS  rate  is  well 
within  the  state  range  but  slightly  above  the  state  median.  While  an  imperfect  measure  of  EMS  capacity, 
this  number  suggests  that  San  Francisco's  system  may  face  some  degree  of  overcrowding  but  neither 
definitively  clarifies  the  cause  nor  the  corresponding  need. 
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San  Francisco  Ambulance  Diversion  Rates  Have  Decreased  Over  Time  Despite  Steady  EMS  Capacity, 
Signals  Potential  to  Improve  Hospital  Efficiencies  Beyond  Increasing  EMS  Bed  Numbers 


The  Department  of  Emergency  Management  (DEM) 
ambulance-transport  destination  policy,  which: 


Emergency  Services  maintains  San  Francisco's 


•  Establishes  a  network  of  approved  ambulance-transport  destinations; 

•  Delineates  parameters  for  when  patients  should  be  transported  to  general  and  specialty  care 
hospitals  and  approved  alternate  destinations;  and 

•  Allows  patients  to  be  transported  to  the  most  appropriate  destination  from  the  field. 


This  policy  ensures  more  appropriate  use  of  San  Fra 
the  needs  of  each  patient.  Ambulances  may  only 
transport  patients  to  approved  receiving  hospitals 
or  specialty  care  facilities,  or  to  pre-approved 
alternate  destinations,  if  appropriate.  In  addition, 
patients  in  need  of  specialty  treatment  (e.g., 
obstetric  care)  may  bypass  the  receiving  hospital's 
emergency  department  and  instead  be  taken  to 
that  hospital's  appropriate  specialty  care 
department.  If,  through  pre-established  criteria,  it 
is  dete  rmined  that  a  receiving  hospital  is  unable  to 
accommodate  more  patients,  an  ambulance  is 
diverted  to  an  alternate  destination.  (Patients 
meeting  specific  criteria  are  not  subject  to  total 
diversion. In  addition,  San  Francisco  General 
Hospital  may  not  divert  incarcerated  patients  or 
patients  in  police  custody.)  It  is  important  to  note 
that  diversion  impacts  only  ttiose  patients  wtio 
arrive  via  ambulance.  Nearly  70  percent  of  all 
emergency  department  patients  arrive  by  private 
transport  or  walk  in  and  cannot  be  lawfully  turned 

144 

away. 

Please  see  the  following  exhibit  for  San  Francisco's 
current  ambulance  destination  designations. 


ncisco's  health  care  facilities  in  a  manner  tailored  to 


What  do  diversion  rates  mean? 

Diversion  rates  are  considered  one  means  of 
assessing  a  facility's  capacity  to  accommodate 
and  serve  new  patients;  however,  high  diversion 
rates  do  not  necessarily  signify  that  more  health 
care  facilities  are  needed  to  meet  patient 
demand.  Rather,  diversion  can  signal: 

•  Patient  flow  issues 

•  Emergency  department  overcrowding 

•  Internal  management  issues 

•  Multiple  ambulances  arriving 
simultaneously  at  the  same  facility 

•  Patient  choice  (i.e.,  patient  preference 
for  one  hospital  over  another) 

•  Seasonal  (e.g.,  flu)  or  other  outbreaks 

To  understand  the  full  meaning  of  diversion 
data,  diversion  rates  must  be  considered  along 
with  hospital-specific  information. 
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Exhibit  41.  San  Francisco  emergency  destination  table  by  facility  and  emergency  type  (2012) 


San  Francisco  Emergency  Medical  Destination  Table 


A/tedica] 

CriBca! 
Medical 

Medical 

Critical 
Medical 

Aduft: 

Adult 

Peds 

Peds 
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Trauma 
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SFGH 

X 
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X 

X 

X 

X 

X 

X- 

ji  ri  ai  1 1.13 

X 

X 
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Kaiser 

X 

X 

X 

X 

X 

X 

St  Mary 

X 

X 

X 

X 

X 

St  Lukes 

X 

X 

X 

X 

X 

UCSF 

X 

X 

X 

X 

X 

X 

X 

X" 

Seton 

X 

X 

X 

X 

South  Kaiser 

X 

X 

X 

Ctlinese  (standbi) 

X 

VA  Medical  tstandbi) 

X 

CPMC  -  Calif 

X 

X 

X 

X 

Sobering  Centeri 

i  X 

1.  Burns  and  reimplantation  patients  with  associated  major  trauma  must  be  taken  to  the  San  Francisco  General 
Hospital  Trauma  Center. 

2.  Pediatric  burns  who  do  not  meet  major  trauma  criteria  must  be  taken  to  St.  Francis  Memorial  Hospital. 

As  indicated  previously,  the  percentage  of  time  spent  on  facility  diversion  status  relative  to  ambulance 
transport  volume  can  be  an  indication  of  facility  efficiency  and  patient  flow.^"^^  The  following  exhibit 
depicts  the  average  monthly  diversion  status  and  ambulance  volume  for  San  Francisco's  eight  full 
receiving  hospitals  during  Fiscal  Year  11/12. 
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Exhibit  42.  Average  monthly  diversion  status  and  average  monthly  ambulance  volume  for  eight  full 
receiving  hospitals.  Fiscal  Year  2011/12 


35%  -, 
30% 
25% 
20%  -I 
15% 
10% 

5% 

0% 


31% 


I  %Time  on  Diversion 


%  of  All  911  Ambulance  Destinations  (5,405) 


12% 


21% 


16% 


11% 


4% 

2%  2% 


7%  7% 

9% 

0% 

8% 


5% 


6% 


0% 


CPMC-  CPMC-Pacific  CPMC-St.  Kaiser 
Davies  (667)  Luke's  (460) 

(214)  (394) 


SF  General    St.  Francis     St.  Mary's  UCSF 
(1650)  (879)  (328)  (585) 


Source:  San  Francisco  Department  of  Emergency  Management,  Division  of  Emergency  Services 

NOTES:  (1)  The  total  number  of  ambulance  transports  (5,405)  includes  transports  to  non-full  receiving  hospitals  such  as 
Chinese  Hospital.  (2)  Parenthetical  numbers  listed  below/  each  hospital  label  reflect  the  total  number  of  ambulance  transports 
at  the  specified  facility  during  Fiscal  Year  11/12. 

As  indicated  in  the  above, 
SFGH  spends  the  most 
time  on  diversion  relative 
to  other  San  Francisco 
hospitals  (21  percent,  on 
average).  This  is,  in  part, 
because  SFGH  is  the  only 
Level  1  Trauma  Center  for 
the  1.5  million  residents  of 
San  Francisco  and  northern 
San  Mateo  County.  In 
addition,  SFGH  is  the  only 
acute  hospital  in  San 
Francisco  that  provides  24- 
hour  psychiatric 
emergency  services.  While 
the  leader  in  ambulance 
diversions,  SFGH  also 
represents  the  highest 
annual  percentage  (31 
percent)  of  ambulance 
destinations  for  Fiscal  Year  11/12. 


San  Francisco's  Diversion  Activity  Quality  Indicators 

EMS  staff  review  diversion  data  for  the  following  to  ensure  public 
safety  and  access  to  emergency  services: 

•  Unusual  events  reported  by  the  Exception  and  Sentinel  Events 
Report  System 

•  A  Receiving  Hospital  is  on  diversion  for  an  average  of  more  than 
15  percent  during  any  consecutive  three  month  review  period 

•  A  Receiving  Hospital  is  on  diversion  30  percent  or  more  of  the 
time  during  any  one-month  period 

•  A  request  for  diversion  not  covered  by  current  policies 

•  Trauma  Override  usage  exceeding  10  percent  during  any 
consecutive  three  month  review  period  or  exceeding  20 
percent  during  any  one  month  period 

EMS  staff,  at  their  discretion,  also  have  the  authority  to  conduct  site 
visits  while  a  hospital  is  on  diversion  status  to  better  assess  the  causes 
and  potential  impacts  of  diversion. 

Source:  San  Francisco  Emergency  Medical  Services  Agency  Policy  No.  5020 
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Exhibit  42  above  also  suggests  that  certain  facilities,  such  as  St.  Francis  Memorial  Hospital,  may  operate 
more  efficiently  than  others  in  terms  of  time  spent  on  diversion  relative  to  the  percentage  of  time  such 
facilities  serve  as  ambulance  destinations.  In  Fiscal  Year  11/12,  for  example,  St.  Francis  served  as  an 
ambulance  destination  16  percent  of  the  time  \Nhi\e  spending  only  five  percent  of  the  time  on  diversion. 


DEM  and  EMS  staff  monitor  diversion  data  and  compliance  with  diversion  policy  goals  to  ensure  that 
patients  receive  timely,  quality  care  geared  toward  positive  health  outcomes.  Given  the  diversity  of  its 
population,  diversion  data  monitoring  is  of  particular  importance  to  San  Francisco,  as  research  suggests 
that  hospitals  serving  greater  numbers  of  minority  patients  employ  diversion  at  higher  rates;  ambulance 
diversion  is  linked  with  poorer  patient  health  outcomes. ^''^  Please  see  the  shaded  box  on  the  previous 
page  for  a  list  of  San  Francisco's  diversion  activity  quality  indicators. 


What  do  SFGH's  high  diversion  rates  mean? 

SFGH  diversion  rates  could  reflect  the  facility's  status  as  the  only  Level  1  Trauma  Center  in  San 
Francisco  and  northern  San  Mateo  County.  In  addition,  SFGH  is  the  only  facility  providing  24-hour 
emergency  psychiatric  services.  However,  diversion  data  may  also  suggest  issues  of  patient  flow 
within  the  SFGH  system,  an  acknowledged  issue  being  addressed  by  SFDPH's  Integrated  Delivery 
System  Planning  Project.  Further  investigation  of  SFGH  system  data  would  be  needed  to  verify  these 
assertions. 


EMS  Bed  Capacity  to  Increase  in  2015,  Need  for  Additional  Physical  Capacity  Unlikely 


EMS  LWOBS  and  ambulance  diversion  rates  suggest  that  San 
Francisco's  EMS  system  faces  at  least  some  degree  of  overcrowding; 
however,  these  numbers  also  indicate  that  San  Francisco's  LWOBS 
rate  has  held  steady  since  2006  and  falls  well  within  the  range  among 
other  acute-medical,  non-federal  hospitals  in  California.  In  addition, 
San  Francisco's  ambulance  diversion  rates  have  declined  over  time, 
likely  as  a  result  of  hospital  administrative  changes  and  efforts  to 
improve  patient  flow.  These  indicators  -  as  well  as  increases  in 
physical  EMS  capacity  expected  in  2015  -  suggest  that  San  Francisco's 
EMS  system  should  continue  to  focus  on  issues  of  patient  flow  rather 
than  dramatically  increasing  its  physical  capacity. 


60  Beds 

Number  of  EMS  beds  expected 
at  the  new,  seismicaily  safe 
San  Francisco  General 
Hospital.  With  completion 
expected  in  2015,  this 
represents  a  net  increase  of  33 
EMS  beds  at  SFGH,  which  has 
only  27  beds  currently. 


IVIedical  Surge  Capacity 


"Medical  surge"  is  the  capability  to  rapidly  expand  the  capacity  of  the  existing  healthcare  system  (long- 
term  care  facilities,  community  health  agencies,  acute  care  facilities,  alternate  care  facilities  and  public 
health  departments)  to  provide  triage  and  subsequent  medical  care  in  the  event  of  an  emergency.  This 
includes  providing  care  to  individuals  at  the  appropriate  clinical  level  of  care,  within  sufficient  time  to 
achieve  recovery  and  minimize  medical  complications. 
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Number  of  Medical  Surge  Beds  Exceeds  State  Need  Projections  for  San  Francisco 


One  means  of  assessing  San  Francisco's  medical  surge  capacity  is  to  compare  the  number  of  available 
surge  beds  to  the  surge  bed  target  established  for  San  Francisco  by  the  state.  For  its  Fiscal  Year  12/13 
Hospital  Preparedness  Grant  application  to  the  California  Department  of  Public  Health,  SFDPH's  Public 
Health  Preparedness  and  Response  Section  defined  a  "surge  bed"  as  any  licensed  bed  available  in  the 
City  and  County  of  San  Francisco      ^'^^  Based  on  the  size  of  its  population,  the  State  projects  that  San 
Francisco  could  need  up  to  1,427  surge  beds  to  meet  the  needs  of  residents  during  a  catastrophic 
event/"^  Based  on  the  current  surge  bed  definition  and  as  indicated  in  the  exhibit  below,  San  Francisco's 
major  health  care  facilities  outperform  the  state  benchmark  with  a  total  of  3,747  surge  beds  (surplus  of 
2,320  beds). 

Exhibit  43.  San  Francisco  surge  bed  capacity  by  facility  and  level  of  care  (2012) 


Facility  Name  Proposed  Level  of  Care    Available  Surge  Beds* 


California  Pacific  Medical  Center  (CPMC)  -  California 

Acute 

299 

CPMC-Davies 

Acute 

295 

CPMC -Pacific 

Acute 

313 

CPMC -St.  Luke's 

Acute 

295 

Chinese  Hospital 

Acute 

54 

Jewish  Home  of  San  Francisco 

Acute/Sub-Acute 

100 

Kaiser  Permanente  San  Francisco  Medical  Center 

Acute 

247 

Laguna  Honda  Hospital 

Acute/Sub-Acute 

50 

Saint  Francis  Memorial  Hospital 

Acute 

253 

Saint  Mary's  Medical  Center  -  San  Francisco 

Acute 

405 

San  Francisco  General  Hospital 

Acute 

598 

UCSF  Medical  Center 

Acute 

554 

VA  Medical  Center 

Acute 

124 

Government-Authorized  Alternate  Care  Sites**  Acute/Sub-Acute 
TOTAL  EXISTING  SURGE  BEDS  IDENTIFIED 

160 
3,747 

*  Data  collected  by  SFDPH's  Public  Health  Emergency  Preparedness  and  Response  Section  (PHEPR).  PHEPR  submitted  this  data 
to  the  California  Department  of  Public  Health  as  part  of  its  Fiscal  Year  12/13  Hospital  Preparedness  Partnership  Grant 
application. 

*  *  Locations  to  be  determined.  Potential  spaces  include  shelter  beds  and  shelter  locations  throughout  San  Francisco  as  well  as 
open  spaces  adjacent  to/on  hospital  campuses. 

Primary  Care  Service  Availability  and  Use  in  San  Francisco 

It  is  important  to  understand  the  primary  care  services  that  are  available  to  San  Francisco  residents  and 
how  they  are  used.  The  following  data  describe  the  geographic  distribution  of  primary  health  care 
centers  -  as  well  as  how  those  centers  are  used  -  and  the  availability  of  primary  care  physicians  and 
dentists.  Please  note  that  availability  is  not  a  guarantee  of  accessibility,  as  not  all  providers  accept  all 
types  of  health  coverage  and  not  all  providers  may  be  able  to  meet  each  patient's  cultural  and  linguistic 
needs. 
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San  Francisco  Home  to  Several  Primary  Care  Health  Centers,  Concentrated  in  City/County's  Northeast 
Quadrant 

Primary  care  health  centers  continue  to  be  an  important  resource  for  community  residents,  as  the  care 
provided  is  more  often  community-based  and  focused  on  lov^z-income  populations  with  an  emphasis  on 
cultural  and  linguistic  competence.  The  following  map  illustrates  the  geographic  distribution  of  San 
Francisco's  primary  care  health  centers,  also  showing  population  density  throughout  the  city/county.  As 
with  hospitals,  primary  care  health  centers  are  predominantly  located  in  San  Francisco's  northeast 
quadrant,  which  is  also  the  city's  most  densely  populated  area.  Primary  care  health  centers  are  sparser 
in  San  Francisco's  northwest  and  southwest  quadrants. 


Exhibit  44.  San  Francisco  primary  care  clinics  by  location,  with  population  density  overlay  (2012) 

San  Francisco  s ^ 

I         Up  to  29.9  people  per  acre 
I       I  30  to  59.9  people  per  acre  - 
[•I  ■ '     60  to  89.9  people  per  acre/ 
90  to^l  1J.9^eopleper  acre 
■Hi  1^  pepole  or  more  per  acre 


6 


Jqg  ha  rder+ company 


Primary  Care  Health  Centers  Serve  High  Number  of  Publicly  Insured  Residents,  Utilization  Varies  by 
Facility 


The  following  exhibit  lists  those  licensed  primary  care  health  centers  that  submitted  data  to  the  Office  of 
Statewide  Health  Planning  and  Development  (OSHPD)  in  2010.  Please  note  that  not  all  primary  care 
health  centers  are  required  to  report  to  OSHPD,  so  this  data  is  not  comprehensive. 
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Exhibit  45.  San  Francisco  primary  care  health  centers:  location,  patients  seen,  services  provided,  and 
payment  types  (2010) 


30*^  Street 
Community  Clinic 


AHF  Healthcare 
Center -San 
Francisco 
BAART  Market 
Clinic 

BAART  Turk 
Street  Clinic 

Chinese 
Community 
Health  Services 
Chinese  Hospitals 
Excelsior  Health 
Services 

Curry  Senior 
Center 

Glide  Health 
Services 

Haight  Ashbury 
Free  Medical 
Clinic 

Haight  Ashbury 
Integrated  Care 
Center 

Institute  on  Aging 

Instituto  Familiar 
de  la  Raza  - 
Outpatient 
Lyon-Martins 
Women's  Health 
Services 
Mission 
Neighborhood 
Health  Center 
Mission 
Neighborhood 
Health  Center - 
Valencia  Clinic 


94131 


94103 


94103 


94102 


94122 


94112 


94102 


94102 


94117 


94103 


94118 


94110 


94102 


94110 


94110 


eighbor 


Glen  Park,  Noe 
Valley,  Diamond 
Heights,  Twin 
Peaks,  Inner 
Sunset 

South  of  Market, 
Mission 

South  of  Market, 
Mission 

Downtown/Civic 
Center,  Western 
Addition 

Outer  Sunset, 
Inner  Sunset 

Outer  Mission, 
Ocean  View, 
Excelsior 
Downtown/Civic 
Center,  Western 
Addition 
Downtown/Civic 
Center,  Western 
Addition 
Haight  Ashbury, 
Western 
Addition 

South  of  Market, 
Mission 

Inner  Richmond, 
Presidio  Heights 

Mission,  Bernal 
Heights 

Downtown/Civic 
Center,  Western 
Addition 

Mission,  Bernal 
Heights 

Mission,  Bernal 
Heights 


171 


424 


588 


827 


2,593 


1,798 


1,589 


3,202 


2,959 


4,220 


127 


297 


2,566 


9,280 


1,484 


10,300 

2,411 
1,757 
3,689 

8,739 

5,876 

12,481 

17,094 

4,929 

5,821 
6,993 
8,710 

11,167 

36,966 

3,951 


100 


43.9 


45.6 


59.1 


35.2 


75.5 


77.3 


21 


5.8 


19.1 


100 


51.2 


11.7 


38.2 


60.8 


51.9 


48.8 


17.4 


3.1 


39 


14.8 


63.7 


29.2 


0.3 


4.2 


5.6 


23.5 


64.8 


24.5 


19.6 


40 


79.4 


17.3 


44.8 


88.3 


32.5 


38.9 
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Primary  Care 
Health  Centerv, 


Mission 
Neighborhood 
Health  Ctr.  - 
Excelsior  Clinic 
Mission 
Neighborhood 
Resource  Center 
Native  American 
Health  Center 

North  East 
Medical  Services 

North  East 
Medical  Services 

-  Leiand  Avenue 
North  East 
Medical  Services 

-  Noriega 
North  East 
Medical  Services 

-  San  Bruno 
Avenue 

On  Lok  Senior 
Health  by  lOA 

On  Lok  Senior 
Health  Services 


On  Lok  Senior 
Health  Services - 
Bush  St. 

On  Lok  Senior 
Health  Services  - 
Mission  Center 

On  Lok  Senior 
Health  Services  - 
Powell 

Richmond  Maxi- 
Center 

San  Francisco 
Free  Clinic 
South  of  Market 
Health  Center 


94112 


94110 


94110 


94133 


94134 


94122 


94134 


94115 


94133 


94109 


94112 


Outer  Mission, 
Ocean  View, 
Excelsior 

Mission,  Bernal 
Heights 

Mission,  Bernal 
Heights 
Russian  Hill, 
North  Beach, 
Nob  Hill, 
Chinatown 

Excelsior, 
Visitacion  Valley 

Outer  Sunset, 
Inner  Sunset 


Excelsior, 
Visitacion  Valley 

Western 
Addition,  Pacific 
Heights 
Russian  Hill, 
North  Beach, 
Nob  Hill, 
Chinatown 
Russian  Hill,  Nob 
Hill,  Pac  Heights, 
Western 
Addition, 
Downtown/Civic 
Center 

Outer  Mission, 
Ocean  View, 
Excelsior 
Russian  Hill, 
North  Beach, 
Nob  Hill, 
Chinatown 
Outer  Richmond, 
Seacliff 

Inner  Richmond, 
Presidio  Heights 
South  of  Market, 
Mission 


1,901 


820 


3,621 


28,876 


2,325 


4,421 


8,650 


138 


79 


335 

62 

158 

17,668 
1,632 
6,140 


I, 

6,104 

2,221 
12,224 

131,194 

4,841 
13,525 

26,184 

7,661 

6,867 


r  %Publi 
Ins.  (n 


30,797 

5,868 

11,840 

116,638 
3,725 
17,780 


%  County 


44.9 


12.1 


47.4 


47.6 


43.7 


46.5 


44.3 


100 


100 


100 


100 


100 


0.2 


97.8 


19 


32.2 


87.9 


0.7 


0.1 


22.9 


52.4 


51.7 


56.2 


53.5 


55.7 


100 
34.7 


2.2 


46.3 
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St.  Anthony  Free 
Medical  Clinic 


94102 


94103 


94110 


94110 


94110 


94117 


Downtown/Civic 
Center,  Western 
Addition 
South  of  Market, 
Mission 


Mission,  Bernal 
Heights 

Mission,  Bernal 
Heights 

Mission,  Bernal 
Heights 

Haight  Ashbury, 

Western 

Addition 


3,420 


550 


4,560 


7,755 


3,063 


2,702 


94.2 


St.  James 
Infirmary 
St.  Luke's  Health 
Care  Center - 
Pediatric  Clinic 
St.  Luke's  Health 
Care  Center - 
Women's  Clinic 
St.  Luke's 
Healthcare 
Center  Adult 
Medicine  Clinic 
Women's 
Community 
Clinic/Tides 
Center 

Source:  California  Office  of  Statewide  i-lealtli  Planning  and  Development,  Primary  Care  and  Specialty  Clinics  Annual 
Utilization  Data,  2010  Preliminary  Database 


6,813 


2,044 


11,704 


29,997 


7,721 


5,442 


73.1 


51.7 


63.3 


100 


10.8 


26.9 


48.3 


35.7 


89.2 


San  Francicso  Exceeds  National  Benchmark  for  Primary  Care  Physicians  per  Population  and  Outperforms 
State  and  Other  California  Counties 


San  Francisco  has  more  than  twice  the 
As  illustrated  in  the  exhibit  below,  and  as  noted  previously  in         ^gte  of  primary  care  providers  than 
this  HCSMP,  the  ratio  of  population  to  primary  care  California,  ranks  better  than  all  other 

physicians  in  San  Francisco  is  401:1,  compared  to  a  statewide  counties  -  and  far  exceeds  the 

rate  of  847:1.  That  is,  in  San  Francisco,  there  is  one  primary  national  benchmark 

care  physician  for  every  401  residents.  According  to  the  2012   

County  Health  Rankings,  San  Francisco  ranks  better  in  this  measure  than  every  other  county  in  California 
and  far  better  than  the  national  benchmark  of  631:1.  It  is  important  to  note,  however,  that  San 
Francisco  is  an  academic  center  for  the  training  of  medical  professionals  and,  as  a  result,  many 
physicians  in  San  Francisco  may  not  be  in  practice  full  time,  dividing  their  time  between  the  classroom 
and  the  exam  room.  In  addition,  not  all  physicians  accept  patients  who  are  publicly  insured  or 
uninsured. 


Exhibit  46.  Ratio  of  population  to  primary  care  physicians  (2009) 


San  Francisco  California 


Population  to  primary  care  physician  ratio 


401:1 


847:1 


Benchmark* 


631:1 


*2012  County  Health  Rankings,  90  percentile 

Source:  Health  Resources  and  Services  Administration  Area  Resource  File  (ARF),  2009,  via  2012  County  Health 
Rankings 
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Physician  Participation  in  Medi-Cal  Limited,  Posing  Health  Care  Access  Barrier  to  Beneficiaries 

While  San  Francisco  may  haye  more  primary  care  physicians  than  other  areas,  many  Medi-Cal 
beneficiaries  still  struggle  for  primary  care  access.  According  to  a  study  conducted  in  2008/^°  for  the 
majority  of  primary  care  physicians  participating  in  Medi-Cal,  Medi-Cal  beneficiaries  accounted  for  20 
percent  or  less  of  their  practice.  Almost  three-quarters  (72  percent)  of  primary  care  physicians  in  the  San 
Francisco  Bay  Area"^  reported  having  any  Medi-Cal  patients  in  their  practice  at  the  time  of  the  survey. 
However,  just  22  percent  of  primary  care  physicians  reported  having  30  percent  or  more  Medi-Cal 
patients  in  their  practice.  This  compares  to  68  percent  and  25  percent,  respectively,  in  California  overall. 
With  sufficient  resources,  several  community  clinics  could  expand  their  ability  to  provide  primary  care  to 
uninsured,  publicly  insured,  or  underinsured  patients.  The  exhibit  below  also  shows  the  proportion  of 
Medi-Cal  patients  for  non-primary  care  physicians  and  physicians  of  unknown  specialty  for  the  San 
Francisco  Bay  Area  compared  to  California  overall. 

Exhibit  47.  Physicians  with  any  and  30  percent  or  more  IVIedi-Cai  patients,  San  Francisco  Bay  Area* 
and  California  (2008) 


Type  of  Physician 

Percent  of  Physicians  with 
Any  Medi-Gal  Patients 

Percent  of  Physicians  with 
>30  %  Medi-Cal  patients 

SF  Bay  CA 

Primary  Care  Physicians  72.0  68.5  22.2  25.3 


Non-Primary  Care  Physicians  63.4  68.0  13.0  15.8 

Unknown  Specialty  72.3  67.6  24.1  20.7 

*  The  San  Francisco  Bay  Area  region  for  this  study  included  the  counties  of  San  Francisco,  Alameda,  Contra  Costa, 

Marin,  Napa,  San  Mateo,  Santa  Clara,  Santa  Cruz,  Solano  and  Sonoma. 

Source:  Physician  Participation  in  Medi-Cal,  2008,  California  HealthCare  Foundation 

Given  low  Medi-Cal  reimbursement  rates  in  California  it  is  commendable  that  72  percent  of  primary  care 
physicians  in  the  Bay  Area  see  Medi-Cal  patients  and  that  22  percent  have  more  than  30  percent  Medi- 
Cal  patients.  Low  physician  reimbursement  is  a  significant  barrier  to  provider  participation  in  Medi-Cal 
and,  as  previously  cited  in  this  HCSMP,  California  has  the  47**^  lowest  Medicaid  reimbursement  rates  in 
the  nation. 

Majority  of  San  Franciscans  Have  Regular  Source  of  Care,  Including  Primary  Care 

For  2009,  the  California  Health  Interview  Survey  (CHIS)  estimated  that  87  percent  of  San  Franciscans 
have  a  usual  source  of  care  (i.e.,  a  usual  place  they  go  when  sick  or  need  health  advice),  and  86  percent 
saw  a  primary  care  physician  in  the  previous  12  months.  This  is  similar  to  statewide  data,  which  show 
that  86  percent  of  California  residents  have  a  usual  source  of  care  and  that  83  percent  saw  a  primary 
care  physician  in  the  last  12  months.  The  Healthy  People  2020  national  goal  is  that  95  percent  of  people 
have  a  usual  source  of  care  and  that  84  percent  of  people  have  a  usual  primary  care  provider. 
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Exhibit  48.  Percentage  of  residents  with  usual  source  of  care  (2009) 


— Jm 

San  Francisco 

Percent 

Percent  si 

Usual  source  of  care  (all  ages) 

86.8 

QC  Q 
OD.O 

95.0 

Usual  source  of  care  (under  17) 

95.1 

92.2 

94.3 

Usual  source  of  care  (18  to  64) 

83.3 

81.5 

81.3 

Usual  source  of  care  (65  and  over) 

96.0 

95.0 

96.3 

Saw  a  primary  care  physician 

85.5 

83.0 

83.9* 

*For  HP2020,  "Has  a  usual  primary  care  provider" 
Source:  California  Health  Interview  Survey  (CHIS),  2009 

Exhibit  49.  Percentage  of  residents  who  delayed  obtaining  or  were  unable  to  obtain  needed  medical 
care  or  prescription  medicine  (2009) 


Delayed  or  did  not  get  medical  care  15.1 

Delayed  or  did  not  get  prescription  medicine  6.4 
Source:  California  Health  Interview  Survey  (CHIS),  2009 


12.5 
8.2 


4.2 
2.8 


Despite  High  Number  of  Dentists,  Publlciv  Insured  and  Uninsured  Residents  Struggle  with  Access  to  Oral 
Health  Services 


The  number  of  dentists  per  100,000  in  San  Francisco  is  219, 
compared  to  a  statewide  rate  of  85.  According  to  the 
California  HealthCare  Foundation  publication  Emergency 
Department  Visits  for  Preventable  Dental  Conditions  in 
California,  this  number  was  139  In  2005  and  San  Francisco 
had  the  highest  rate  of  all  California  Counties  at  that  time. 
The  exhibit  below  shows  the  number  of  dentists  per  100,000 
people  In  San  Francisco  compared  to  California  and  the 
nation. 


San  Francisco  exceeds  California  and 
the  nation  on  measures  of  dental 
provider  availability;  however,  San 

Francisco's  publicly  Insured  and 
uninsured  residents  often  struggle 

with  dental  care  access  due  to  cost. 


Exhibit  50.  Dentists  per  100,000  population,  2008  or  2009 


San  Francisco     California      United  States 
(2009)*  (2008)**  (2008)** 


Dentists  per  100,000  population  219  85  67 

*Source:  Community  Health  Status  Indicators,  Community  Health  Status  Report,  2009 

**Source:  "Emergency  Department  Visits  for  Preventable  Dental  Conditions  in  CA,"  California  HealthCare 

Foundation 


In  San  Francisco,  more  than  one  quarter  of  adults  did  not  have  dental  insurance  In  the  past  year  and  15 
percent  of  children  and  teens  (ages  1-17)  did  not  have  dental  insurance.  (Please  see  the  following 
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exhibit  for  more  information.)  In  addition,  participants  across  HCSMP  focus  groups  expressed  a  need  for 
greater  access  to  affordable  dental  services,  reiterating  that  dental  provider  supply  does  not  equate 
with  service  access. 


Exhibit  51.  Dental  insurance  for  adults  (ages  18+)  and  children  (ages  1-17)  (2007) 




Percent 

Percent  | 

bental  insurance  in  past  year;  Adults  1 

No  dental  insurance  in  past  year 

27.0 

33.7 

Had  dental  insurance  part  of  past  year 

6.0 

7.2 

Had  dental  insurance  all  of  last  year 

67.0 

59.1 

|Current  dental  insurance:  Children  and  teens  2-17  years  of  age;  and  children  1-2  years  old  with  teeth  | 

Does  not  have  dental  insurance 

14.9 

19.6 

Source:  California  IHealth  Interview  Survey  2007 

Healthy  People  2020  sets  forth  the  following  national  goal:  that  49  percent  of  children,  adolescents,  and 
adults  will  have  used  the  oral  health  care  system  in  the  past  12  months.  As  seen  in  the  exhibit  below, 
based  on  2009  data  for  children  and  2003  data  for  adults,  San  Francisco  residents  have  surpassed  the 
Healthy  People  2020  national  goal.  Although  not  currently  measured  in  San  Francisco,  Healthy  People 
2020  also  sets  as  a  national  target  that  29  percent  of  low-income  children  and  adolescents  will  have 
received  preventive  dental  service  during  the  past  year. 


Exhibit  52.  Use  of  dental  services  among  children  and  adults,  2003  or  2009 


San  Francisco 
Percent 


California 
Percent 


HP  2020 
National 
Target  Percent 


ime  since  last  dental  visit:  Children  3-11  years  and  children  2  years  old  with  teeth  (2009) 


Never  been  to  dentist 

6  months  ago  or  less 

More  than  6  months  up  to  1  year  ago 

More  than  1  year  ago 


ime  since  last  dental  visit:  Adults  (2003) 


Never  been  to  dentist 
Less  than  6  months  ago 
6  months  up  to  1  year  ago 

1  year  up  to  2  years  ago 

2  years  ago  or  more 


7.9* 
87.2 
4.6* 


2.6 
52.2 
19.2 
10.9 
15.1 


11.6 
70.2 
14.5 
3.7 

2.4 

46.1 
21.1 
12.4 
18.0 


N/A 
49.0 
N/A 

N/A 

49.0 

N/A 
N/A 


*Statistically  unstable  -  has  not  met  the  criteria  for  a  minimum  number  of  respondents  needed  and/or  has 
exceeded  an  acceptable  value  for  coefficient  of  variance 
Source:  California  Health  Interview/  Survey  2003  and  2009 
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Exhibit  53.  Emergency  room  visits  for  ambulatory  care  sensitive  dental  conditions,  all  ages  (2007) 


Dental  ambulatory  care  sensitive  ER  vis 


Without  hospitalization  149  215 

Total  158  222 

Source:  "Emergency  Department  Visits  for  Preventable  Dental  Conditions  in  CA,"  California  Healthcare  Foundation 


Long-Term  and  Residential  Care  for  Seniors  and  Persons  with  Disabilities 

Seniors  Between  75  and  94  Represent  Highest  Users  of  LonR-Term  Care  Services  In  San  Francisco 
According  to  OSHPD,  there  were  18  licensed  long-term  care  facilities  operating  In  San  Francisco  in  2010. 
(Please  note  that  there  may  be  other  long-term  care  providers  that 
are  not  licensed  as  long-term  care  facilities  and  therefore  do  not 
report  as  such  to  OSHPD.  For  example,  Laguna  Honda  Hospital  and 
Jewish  Home  are  the  two  largest  providers  of  long-term  care  in 


By  2030,  It  Is  estimated  that  55 
percent  of  the  population  will  be 
over  the  age  of  45. 


San  Francisco,  though  they  are  licensed  as  acute  care  hospitals  and  are  not  Included  In  these  exhibits.) 
Of  the  OSHPD-reportIng  long-term  care  facilities,  17  were  licensed  as  skilled  nursing  facilities  and  one 
was  licensed  as  a  congregate  living  health  facility.  There  were  1,279  beds  available  at  these  facilities.  In 
2010,  there  were  3,760  admissions,  3,779  discharges  and  423,018  patient  days.  At  the  time  of  the 
annual  census,  two-thirds  of  the  occupants  were  female  and  the  largest  proportion  of  occupants  was 
between  the  ages  of  75  and  94.  These  data  appear  below. 


Exhibit  54.  Long-term  care  facility  occupants  in  San  Francisco  by  sex  and  age*  (2010) 


Female 

'  3 
r  a 

le 

t 

Under  45 
Ages  45-64 
Ages  65-74 
Ages  75-94 
Ages  95+ 
TOTAL 

Percent  of  All  Patients 


4 
33 
66 
564 
105 
772 


.52 
4.3 
8.5 
73.1 
13.6 


67.2 


1 

26 
69 
261 
20 
377 


*  Occupants  of  18  licensed  long-term  care  facilities  that  report  to  OSHPD. 
Source:  OSHPD,  2010,  LTC  Census  taken  on  12/31/2010 
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San  Francisco's  LTC  Occupancy  Rate  Exceeds  that  of  State  Despite  Fewer  Available  Beds  per  Population 

In  addition  to  OSHPD-reporting  long-term  care  (LTC)  facilities,  Laguna  Honda  Hospital  operated  780 
long-term  care  beds  in  2010,  and  Jewish  Home  operated  478  long-term  care  beds.  When  combined  with 
OSHPD  long-term  care  facility  data,  the  number  of  long-term  care  beds  per  1,000  adults  age  24  and 
older  in  San  Francisco  was  4.1  compared  to  5.1  statewide  in  2010."^  (Please  see  exhibit  below.)  The 
LTC  occupancy  rate  in  San  Francisco  was  higher  than  that  of  California  at  91.8  percent  compared  to  86.1 
percent,  meaning  that  the  ability  of  existing  providers  to  expand  in  the  event  of  increased  need  is 
limited;  this  finding  complements  existing  data  suggesting  that  San  Francisco  patients  use  13  times  more 
skilled  nursing  facility  bed  days  per  year  than  the  state  as  a  whole.     This  is  important  to  note  since  San 
Francisco's  population  trends  show  that  San  Francisco  residents  are  older  than  California  residents 
overall  and  that  the  population  over  75  is  expected  to  increase  by  almost  two-thirds  over  the  next  two 
decades. 

Exhibit  55.  Long-term  care  beds  and  licensed  bed  occupancy  rates  (2010) 

Beds  per  1,000  adults  age  24+  4.1 

Occupancy  rate  (percent)*  91.8**  86.1 

Source:  OSHPD  and  OSCAR  (Online  Survey,  Certification  and  Reporting) 
*  Occupancy  Rate  =  (Patient  Bed  Days)/(Ucensed  Bed  Days)  x  100% 

**  NOTE:  OSHPD  does  not  distinguish  between  long-term  care  and  rehabilitation  beds  in  long-term  care  facilities.  Rehabilitation 
beds,  for  which  there  are  often  vacancies,  may  be  deflating  the  true  occupancy  rate  for  long-term  care  beds,  for  which  there  is 
often  a  wait  list  in  San  Francisco. 


Results  from  the  San  Francisco  Human  Services  Agency  -  Department  of  Aging  2012  needs  assessment 
affirms  concern  regarding  San  Francisco's  ability  to  meet  the  long-term  care  needs  of  seniors  and  adults 

with  disabilities.^^''  According  to  the  report,  the  number  of  Medi- 
Cal-funded  beds  in  the  city's  Skilled  Nursing  Facilities  (SNFs)  has 
dropped  dramatically.  As  a  result,  many  seniors  and  persons 
with  disabilities  who  require  long-term  care  are  forced  to  move 
outside  the  city,  away  from  family  and  friends,  becoming  socially 
and  culturally  isolated  in  the  later  years  of  their  lives. 


2,321 


Projected  number  of  SNF  beds 
needed  to  meet  San  Francisco's 
needs  by  2050.  After  the  current 
wave  of  hospital  seismic  safety 
rebuilds  (projected  completion 
2015),  analysts  project  that  San 
Francisco  will  have  only  1,619 
SNF  beds  (702  SNF  bed  gap). 

Source:  Resource  Development 
Associates,  Chinese  Hospital  Association 
of  San  Francisco,  Institutional  Master 
Plan  Update  Analysis, 2011 


SNFs  have  also  converted  beds  from  long-term  care  to  short 
term  rehabilitation,  shifting  their 
funding  from  Medi-Cal  to 
Medicare,  which  is  more  lucrative. 
These  facilities  are  under  financial 
pressure  to  complete  the  course 
of  rehabilitation  and  discharge 
patients  within  prescribed  time 


Although  San  Francisco's 
population  is  older  than 
California  overall,  the  rate 
of  long-term  care  beds  is 
slightly  lower  than  the 
state's,  while  the  San 
Francisco  occupancy  rate 
is  higher. 


frames.  They  may  tend  to 
emphasize  rehabilitative  activities  at  the  expense  of  custodial  care,  or 
they  may  hurry  discharge  without  the  needed  supports  in  place  for  the 
patient  to  transition  home  safely.  In  addition  to  complaints  about  poor  care  (feeding  assistance, 
unanswered  call  bells,  etc.)  in  rehabilitation  facilities,  the  San  Francisco  Ombudsman  Program,  which 
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investigates  complaints  of  seniors  in  care,  frequently  responds  to  complaints  about  rights  related  to 
discharge  planning. 


San  Francisco  Lacks  Sufficient  Community-Based  Care  Options  for  Growing  Senior  Population 

Despite  increasing  demand  for  community-based  -  rather  than  institutional  -  services  for  seniors  and 
persons  with  disabilities,  long-term  residential  care  facilities  for  the  elderly  are  also  scarce.  San  Francisco 
currently  has  only  93  residential  care  facilities  for  the  elderly,  with  3,100  beds.^"  Only  24  accept  persons 
receiving  Supplemental  Security  Income  (SSI),  none  of  which  can  serve  non-ambulatory  residents.  These 
facilities  are  largely  filled  with  younger  persons  who  have  psychiatric  disabilities.  Meanwhile,  newer 
assisted  living  facilities  for  seniors  are  very  expensive.    The  following  exhibit  illustrates  the 
comparative  shortage  of  San  Francisco's  residential  care  facilities  for  the  elderly.^" 


Exhibit  56.  Ratio  of  seniors  (age  60+)  to  Residential  Care  Facility  for  the  Elderly  beds  in  California's 
10  largest  counties  and  San  Francisco,  2006-2008 


Orange 
San  Diego 
Contra  Costa 
Sacramento 
Alameda 
Santa  Clara 
Riverside 
Los  Angeles 
Fresno 
San  Bernadino 
San  Francisco 


24 


29 


32 


I  33 
134 


Average  .'xlumber  of  Seniors  per 
RCFE  Bed  =  38 


29 


40 


Sources:  Office  of  the  State 
Long-Term  Care 
Ombudsman,  and  IPUMS, 
2006-08  American 
Community  Survey 


44 


50 


20 


30 


40 


50 


60 


Behavioral  Health  Service  Availability  and  Use  in  San  Francisco 

While  State  Estimates  of  the  Prevalence  of  Mental  Illness  in  San  Francisco  Appear  Lower  than  that  of 
Other  Bay  Area  Counties  and  the  State,  Service  Utilization  Indicates  that  Prevalence  is  Underestimated 
in  San  Francisco 

The  exhibit  below  highlights  the  prevalence  of  serious  mental  illness  in  California  and  in  the  nine  Bay 
Area  counties.  These  estimates  from  the  California  Department  of  Mental  Health  indicate  that  the 
prevalence  of  serious  mental  illness  in  San  Francisco  is  lower  than  most  other  Bay  Area  counties  and 
lower  than  the  state  overall. 
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Exhibit  57.  Estimates  of  prevalence  of  serious  mental  illness  by  Bay  Area  county  and  statewide  (2007) 


Percent  of  population  with 
incomes  below  <200  of 
federal  poverty 


Napa  County 
California 

Solano  County 
Sonoma  County 
Alameda  County 
Marin  County 
Contra  Costa  County 
San  Francisco  County 
Santa  Clara  County 
San  Mateo  County 

Source:  California  Department  of  Mental  Health,  July  2007"^ 
NOTEl:  Geographic  areas  are  listed  in  order  from  greatest  to  lowest  prevalence  of  serious  mental  illness  among  the  general 
population.  California  and  San  Francisco  numbers  appear  in  bold  for  purposes  of  comparison. 
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However,  actual  service  utilization  in  San  Francisco  suggests  that  these  estimates  underestimate  the 
prevalence  of  mental  illness  in  San  Francisco.  Because  they  are  based  on  U.S.  Census  data,  the  state's 
estimates  do  not  take  into  account  San  Francisco's  homeless  population.  In  addition,  they  do  not 
account  for  the  unique  nature  of  San  Francisco  as  a  safe  and  accepting  haven  for  people  who  are  not 
accepted  elsewhere  (e.g.,  gay,  lesbian,  bisexual  and  transgender  people,  immigrants  and  refugees  from 
all  over  the  world,  substance  users  and  abusers).  San  Francisco  regularly  serves  as  a  place  other 
jurisdictions  direct  their  clients  for  behavioral  health  services  that  they  do  not  provide. 

The  state's  estimates  of  the  percent  of  population  with  income  below  200  percent  of  the  federal 
poverty  level  contained  in  Exhibit  57  would  translate  to  approximately  14,000  San  Franciscans  in  need  of 
services  from  the  San  Francisco  Behavioral  Health  Plan,  San  Francisco's  the  public  mental  health  system. 
However,  the  San  Francisco  Behavioral  Health  Plan,  currently  served  more  than  25,000  individuals  in 
Fiscal  Year  2011-12,  as  shown  in  Exhibit  58  below,  through  a  network  of  programs,  clinics,  psychiatrists, 
psychologists,  and  therapists.  This  is  significantly  more  than  the  state's  prevalence  estimates  indicated. 
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Exhibit  58.  San  Francisco  Department  of  Public  Health  -  Community  Behavioral  Health  Services  clients 
by  age  and  race/ethnicity  (Fiscal  Year  2011-12) 


Age  Group 

<18 

18-24 

25-44 

45-64 

65+ 

Race/Ethnicity 

Black/ African  American 
Asian  and  Pacific  Islander 
Latino 
White 

Multi-race/Multi-ethnic 

Other 

Unknown 

Source:  SFDPH  Fiscal  Year  2011-12  Annual 


Mental  Health  Substance  Abuse 

Percent  Percent 
(n=25,352)  (n=7,697) 


Resident  self-reported  data  captured  by  the  California  Health  Interview  survey  (CHIS)  also  supports 
higher  rates  of  mental  illness  in  San  Francisco,  as  shown  in  the  exhibit  below. 


Exhibit  59.  San  Francisco  and  California  adult  residents  reporting  mental  health  issues  in  the  last  12 
months  (2005  and  2009) 


Percentage  of  Adults  Needed  Help  for 
Emotional/Mental  Health  Problems  or  Use  Of 
Alcohol/Drug  (2009) 

Percentage  of  Adults  Who  Saw  a  Health  Professional 

for  Emotional/Mental  Problems  (2005) 

Source:  California  Health  Interview  Survey,  2005  and  2009 


San  Francisco 


20.1 


California 


14.3 


13.1 


8.3 


San  Francisco's  Rate  of  Licensed  Acute  Psychiatric  Hospital  Beds  Exceeds  That  of  the  State 

The  current  literature  does  not  yield  a  clear  standard  regarding  the  recommended  number  of  psychiatric 
hospital  beds  per  population;  however,  San  Francisco  appears  to  perform  well  on  this  measure 
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compared  to  the  state.  According  to  2012  OSHPD  data,  there  were  274  licensed  acute  psychiatric 
hospital  beds  in  six  hospitals  in  San  Francisco.  In  San  Francisco,  there  were  3.3  licensed  acute 
psychiatric  hospital  beds  per  10,000  population  compared  to  2.0  per  10,000  statewide.  The  following 
exhibit  breaks  down  San  Francisco's  number  of  licensed  acute  psychiatric  hospital  beds  by  type  and 
facility  and  also  indicates  rates  of  occupancy. 

Exhibit  60.  Type  and  number  of  acute  psychiatric  hospital  beds  in  San  Francisco  by  facility  (2012) 


CPMC 

18 

61.4% 

Jewish  Home 

13 

55.1% 

Langley  Porter  Psychiatric  Hospital 

67 

26.8% 

Saint  Francis  Memorial  Hospital 

35 

48.6% 

San  Francisco  General  Hospital* 

106 

53.6% 

Saint  IVIary's  Medical  Center 

35 

22.2% 

TOTAL 

274 

44.3% 

Source:  OSHPD,  Automated  Licensing  Information  and  Report  Tracking  System  (ALIRTS), 
accessed  5-31-13 

*  San  Francisco  General  Hospital  also  operates  47  inpatient  long-term  care  psychiatric  beds. 

The  occupancy  rate  for  acute  psychiatric  beds  in  San  Francisco  varies  between  facilities,  but  averaged 
44.3%  in  2012.  This  compares  to  67.9%  statewide.  San  Francisco's  lower  occupancy  rates  likely  indicate 
that  the  beds  are  not  staffed  to  the  level  of  licensure.  In  addition,  it  could  be  a  reflection  of  the  high 
level  of  service  provided  in  non-acute  settings  in  San  Francisco. 

San  Francisco  Has  Among  Highest  Rates  in  State  of  Mental  Health  Providers  per  Population  Though 
Gaps  Still  Exist  for  Certain  Patient  Populations 

The  ratio  of  population  to  mental  health  providers  in  San  Francisco  is  571:1,  compared  to  a  statewide 
rate  of  1,853:1.^^^  In  the  2012  County  Health  Rankings,  among  California  counties,  San  Francisco  ranks 
second  after  Marin,  which  has  a  ratio  of  444:1.  Mental  health  providers  include  psychiatrists,  clinical 
psychologists,  clinical  social  workers,  psychiatric  nurse  specialists,  and  marriage  and  family  therapists 
who  meet  certain  qualifications  and  certifications. 

Despite  San  Francisco's  high  ratio  of  population  to  mental  health  providers,  the  mental  health  provider 
workforce  has  not  kept  pace  with  the  growing  diverse  needs  of  ethnic,  linguistic  and  cultural  minorities 
and  other  underserved  populations.  San  Francisco  faces  severe  workforce  disparities  of  mental 
health/behavioral  health  professionals  who  have  the  necessary  skills  to  work  with  children,  older  adults 
and  diverse  ethnic/linguistic/cultural  populations.  With  sufficient  resources,  it's  possible  that  existing 
providers  could  expand  their  community-based  mental/behavioral  health  services. 
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Expansion  of  Existing  Community-Based  Behavioral  Health  Services  Likely  Needed  to  Meet  Increasing 


Demand 


California,  as  well  as  the  United  States  more  broadly,  has  experienced  a  long-term  push  from  hospital  to 
community-based  mental  health  care,  which  managed  care  has  largely  reinforced/^"  Health  Reform 
further  promotes  community-based  mental  health  services  through  its  emphasis  on  the  coordination  of 
behavioral  health  services  and  primary  care  as  well  as  on  enhancing  the  availability  of  and  access  to 
community-based  behavioral  health  services.^^^ 

As  indicated  in  the  following  map,  behavioral  health  services  are  well-distributed  throughout  San 
Francisco.  A  higher  concentration  of  services  exists  in  the  city/county's  northeast  quadrant,  where 
there  is  also  significant  client  density.  However,  fewer  services  exist  in  the  southeast  sector,  where 
there  is  also  high  client  density. 
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While  San  Francisco's  current  beiiavioral  health  facilities  are  well  located,  existing  service  and, 
potentially,  physical  facility  expansion  may  be  required  to  accommodate  increasing  demand  for 
behavioral  health  services  in  San  Francisco.  Behavioral  health  service  utilization  has  increased  in  recent 
years,  a  trend  that  is  expected  to  continue  with  the  full  implementation  of  Health  Reform  in  2014. 
Estimates  suggest,  for  example,  that  11  percent  of  California's  new  Medi-Cal  eligibles  will  need 
behavioral  health  services  -  substance  use  services  specifically.^"  Statewide  projections  assume  that 
this  need  is  largely  unmet  by  the  current  system;  however,  San  Francisco  may  fare  better  than  other 
counties  because  of  the  Healthy  San  Francisco  program. 

Absent  facility  expansion,  greater  collaboration  between  the  behavioral  health  and  primary  care 
communities  could  serve  to  relieve  some  strain  from  the  current  safety  net  behavioral  health  system. 
Should  primary  care  increasingly  assume  from  behavioral  health  medication  management  oversight  for 
stabilized  mental  health  clients,  for  example,  the  behavioral  health  system  could  more  easily 
accommodate  new  patients;  however,  additional  trainings  -  and,  potentially,  a  need  for  increased 
primary  care  capacity  -  would  likely  be  needed  to  support  this  shift  in  care. 

Additional  Substance  Use  Programs  for  Youth  and  Greater  Access  to  Psychiatric  Care  Identified  as 
Needs  of  Existing  Behavioral  Health  System 

SFDPH  -  Community  Behavioral  Health  Services  has  focused  increasingly  on  the  integration  of  mental 
health  and  substance  abuse  services  to  better  meet  the  behavioral  health  needs  of  San  Francisco's  low- 
income  residents.  Through  its  Mental  Health  Services  Act  program  for  seriously  mentally  ill  residents 
who  have  been  un-/underserved  by  the  existing  system,  CBHS  has  also  recognized  prevention  and  early 
intervention  efforts  as  a  critical  underpinning  of  a  comprehensive  behavioral  health  care  system  that  is 
recovery-oriented  and  culturally-competent.^^^  Despite  these  strides,  CBHS  has  noted  additional  gaps 
within  San  Francisco's  behavioral  health  system:^" 

•  San  Francisco  needs  more  substance  use  programs  for  children  and  youth  as  well  as  increased 
related  trainings  for  existing  providers. 

•  The  San  Francisco  safety  net  lacks  a  sufficient  number  of  psychiatrists  serving  low-income 
patients,  as  evidenced  in  long  waits  to  get  an  appointment. 

Health  Professional  Shortage  Areas  and  Medically  Underserved  Areas 

Five  San  Francisco  Federally  Qualified  Health  Center  Systems  Meet  Health  Professional  Shortage  Area 
Designation 

Health  professional  shortage  areas  (HPSA)  are  designated  by  the  US  Health  Resources  and  Services 
Administration  (HRSA)  as  having  shortages  of  primary  medical  care,  dental  or  mental  health  providers 
and  may  be  geographic  (a  county  or  service  area),  demographic  (low-income  population)  or  institutional 
(comprehensive  health  center,  federally  qualified  health  center  or  other  public  facility).  The  following 
San  Francisco  facilities  or  facility  organizations  have  been  designated  as  HPSAs: 

•  South  of  Market  Health  Center 

•  Mission  Neighborhood  Health  Center 

•  Northeast  Medical  Services 
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•  San  Francisco  Community  Clinic  Consortium 

•  Friendship  House  Association  of  American  Indians  (FHAAI) 

All  of  the  facilities  listed  above  with  the  exception  of  FHAAI  have  been  designated  as  HPSAs  in  the  areas 
of  primary  medical  care,  dental  care,  and  mental  health  care.  FHAAI  is  designated  in  the  area  of  primary 
medical  care  only. 

Despite  the  San  Francisco  facilities  above  meeting  the  HPSA  designation,  according  to  the  San  Francisco 
Community  Clinic  Consortium,  the  process  by  which  facilities  are  scored  does  not  enable  San  Francisco's 
facilities  to  achieve  scores  high  enough  to  qualify  for  state  or  federal  benefits,  such  as  state  loan 
repayment  or  national  Health  Service  Corp  placement 

Western- and  Southeastern-Most  Medically  Underserved  Areas  Located  Farther  from  San  Francisco 
Hospitals  than  Other  Areas 

Medically  Underserved  Areas  (MUA)  are  geographic  areas  designated  by  HRSA  as  having  too  few 
primary  care  providers,  high  infant  mortality,  high  poverty  and/or  high  elderly  population.  According  to 
HRSA  there  are  57  census  tract  areas  in  San  Francisco  designated  as  a  MUA.  Please  see  the  following 
map  for  a  visual  of  San  Francisco's  MUA. 

Exhibit  62.  San  Francisco's  medically  underserved  areas  (2012) 
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Future  Need  +  Capacity 


Population  Projections 

San  Francisco's  population  is  growing.  The  2010  Census  has  established  San  Francisco's  current 
population  at  805,235/^^  State  estimates  suggest  that  San  Francisco's  population  will  increase  to 
844,466  by  2020  and  854,675  by  2030^^''  -  representing  4.9  percent  growth  over  the  next  ten  years 
and  6.1  percent  growth  over  the  next  20  years.  Other  estimates  suggest  that  San  Francisco's  population 
could  increase  to  964,000^^^  by  2040,  representing  19.7  percent  growth  over  the  30-year  period. 

San  Francisco  Projected  to  Become  Home  to  Greater  White  and  Pacific  Islander  Populations,  Size  of 
Other  Subpopulations  Decreasing 

When  looking  at  population  projections  by  race  and  ethnicity,  estimates  suggest  that  there  will  be 
increases  in  the  White  and  Pacific  Islander  populations  and  decreases  among  the  Hispanic,  Asian, 
Black/ African  American,  and  Native  American  populations  by  2030. 

Exhibit  63.  San  Francisco  population  projections  by  race/ethnicity  (2010) 


HHF       Percent  of  Total  San  Francisco  Population  "MHH 

^urrent 

2020  Estimate 

2030  Estimate 

Trend  J| 

White 

Hispanic 

Asian 

Pacific  Islander 
Black/ African  American 
Native  American 
Multi-race 
Total  Population 


42 
15 
33 

0 

6 

1 

3 

805,235 


47 
13 
31 
1 
6 
0 
3 

844,466 


47 
12 
30 
1 
5 
0 
3 

854,675 


Source:  Current  values  from  2010  US  Census;  projections  from  California  State  Department  of 
Finance,  2007 


San  Francisco's  Senior  Population  Projected  to  Rise,  Posing  Questions  for  System  Capacity 

When  examining  population  projections  by  age,  estimates  suggest  that  the  population  over  age  75  will 
increase  from  seven  to  11  percent  by  2030.  As  indicated  earlier,  this  growing  population  represents  the 
heaviest  users  of  San  Francisco's  long-term  care  services,  of  which  San  Francisco  lacks  sufficient  supply. 
Projections  also  suggest  that,  as  of  2030,  55  percent  of  the  population  will  be  over  the  age  of  45,  and  the 
population  between  the  ages  of  25  to  44  will  drop  from  37  percent  to  26  percent. 
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Exhibit  64.  San  Francisco  population  projections  by  age  (2010) 

Percent  of  Total  San  Francisco  Populatio 


Young  children  (0-5) 
Children  (6-14) 
Teens  and  Youth  (Age  15-24) 
Adults  (Ages  25  to  44) 
Adults  (Ages  45  to  64) 
Seniors  (Ages  65  to  74) 
Seniors  (Ages  75+) 
Total  Population 


Current    2020  Estinnate    2030  Estimate 


5 

6 
12 
37 
26 

7 

7 

805,235 


7 

30 
33 
10 
8 

844,466 


5 
6 
8 

26 
34 
10 
11 
854,675 


Source:  Current  values  from  2010  US  Census;  projections  from  California  State  Department  of  Finance,  2007 


Responding  to  Projected  Need:  Current  +  Proposed  Construction 


Current  and  future  health  care  facility  development  plans  promise  to  impact  San  Francisco's  medical 
care  capacity  going  forward.  In  2014,  for  example,  the  University  of  California,  San  Francisco  will 
complete  construction  of  its  Mission  Bay  Medical  Center,  a  289-bed  complex  that  will  feature  three 
separate  hospitals  specializing  in  serving  children,  women,  and  cancer  patients.  California  Pacific 
Medical  Center's  planned  development  and  the  SFGH  rebuild  will  also  impact  future  capacity. 

A  2007  analysis  of  California  Department  of  Finance  data  indicates  that  San  Francisco's  growing  elderly 
population  could  result  in  a  26  percent  increase  in  demand  for  hospital  acute  care  beds  from  2010  to 
2030,  as  people  over  age  65  typically  use  more  health  care  services  than  their  younger  counterparts  due 
to  the  higher  prevalence  of  chronic  and  acute  diseases  at  later  life  stages. As  evidenced  below,  San 
Francisco  is  not  currently  on  track  to  meet  this  increased  demand  despite  San  Francisco's  changing 
hospital  landscape. 


Exhibit  65.  IHospital  licensed  bed  projections  for  2015 


Facility/System 

Current  Licensed 

Future  Licensed 

Net  Difference 

^,  Beds 

  . 

Chinese  Hospital 

54 

76 

22 

CPMC  (Including  St.  Luke's) 

1,199 

554 

-645 

Kaiser 

247 

247 

0 

SFGH 

645 

645 

0 

St.  Francis 

356 

356 

0 

St.  IVlary's 

403 

403 

0 

UCSF 

660 

660 

0 

TOTAL 

3,564 

2,941 

-623 
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Planned  Ambulatory  Care  Development  to  Better  Serve  Residents  of  San  Francisco's  Southeastern 


Neighborhoods 


At  the  ambulatory  care  level,  plans  for  an  expanded  Southeast  Health  Center  will  provide  more 
extensive  services  to  residents  of  the  Bayview  and  other  surrounding  communities.  In  addition,  Kaiser 
has  plans  to  build  a  new  medical  office  building  in  San  Francisco's  Mission  Bay  neighborhood.  For  more 
information  on  the  current  and  proposed  health  care  facility  construction,  please  see  the  HCSMP's  Land 
Use  Assessment. 


Physical  Connectivity 


Geographic  Proximity  to  Health  Care  Services 


Geographic  Proximity  Key  Element  in  Health  Care  Accessibility 

Research  identifies  geographic  proximity  as  one  of  four  key  elements  of  health  care  accessibility.^^"' 
Greater  distances  to  health  care  services  have  been  associated  with  poor  health  outcomes,  including 
lower  uptake  of  mammography  screening, higher  rates  of  asthma-related  death,  and  lower  cancer 
survival  rates. However,  geographic  accessibility  is  relative,  particularly  in  the  context  of  San 
Francisco,  which  occupies  roughly  49  square  miles. 


Geographic  proximity  to  health  care  services 
is  commonly  measured  in  travel  time  and 
distance.  In  2001,  the  average  trip  between 
home  and  health  care  in  the  US  was  10.2 
miles  and  22  minutes  of  travel. Not 
surprisingly,  rural  residents  traveled  further 
than  urban  residents  (17.5  versus  8.3  miles) 
and  rural  trips  took  longer  than  urban  ones 
(27.2  versus  20.7  minutes).  In  miles,  San 
Francisco  residents'  distance  from  home  to 
health  care  would  fall  well  below  the  national 
average,  though  this  would  not  necessarily 
be  the  case  for  travel  time  -  particularly  for 
San  Franciscans  who  rely  on  public 
transportation. 

In  the  United  Kingdom,  "poor  access"  has 
been  associated  with  any  distance  from 
home  that  exceeds  between  24  and  50  miles 
for  specialist  hospital  services,  10  miles  for 
screening  services,  four  miles  for  family 
planning  clinics,  and  two  and  one-half  miles 
for  primary  care.^^^  However,  there  are  no 
clear  standards  for  ideal  proximity  for  the 
various  types  of  health  care  services.  What 
does  become  clearer,  as  indicated  above,  is 
that  there  are  benefits  to  having  primary  care 


Neighborhood  Safety:  A  Social  Determinant  of 
Health  Impacting  Health  Care  Access 

Availability  and  acceptability  are  key  elements  of 
health  care  access.^^''  Affecting  availability  and 
acceptability  are  issues  of  real  and/or  perceived 
safety.  As  was  raised  by  the  African  American  Health 
Equity  Council  at  the  March  22,  2012  meeting  of  the 
HCSMP  Task  Force,  turf  issues  (the  inability  to  travel 
into  a  neighborhood  associated  with  a  particular 
group  or  gang)  may  prevent  some  persons  from 
seeking  care  at  a  nearby  health  care  facility  they 
might  otherwise  go  to  for  care.  A  teen  participant  in 
the  Mo'  Magic  program  affirmed  the  influence  of 
safety  on  health  care,  noting  that  people  may  actively 
seek  services  outside  their  neighborhood  if  they  do 
not  feel  it  is  safe  to  do  so  close  to  home.^"  In  one 
study  of  the  impact  of  neighborhood  characteristics 
on  access  to  medical  homes  for  children,  it  was  shown 
that  children  were  far  less  likely  to  have  access  to  a 
medical  home  if  they  were  from  unsafe 
neighborhoods. Approximately  62  percent  of 
children  in  neighborhoods  perceived  as  unsafe  had  no 
primary  care  medical  home;  this  is  in  clear  contrast  to 
neighborhoods  perceived  as  safe,  where  61  percent  of 
children  did  have  a  medical  home. 
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closer  to  home. 


Proximity  to  primary  care  services  is  associated  with  higher  outpatient  care  utilization     and  lower 
emergency  department  use.^^°  In  a  study  of  the  uninsured,  a  distance  of  five  miles  between  a  person's 
residence  and  the  nearest  safety  net  clinic  constituted  access  to  care/^^  In  a  study  of  children  enrolled 
in  Medicaid,  those  living  more  than  one  and  one-half  miles  from  their  primary  care  physician  used 
emergency  rooms  more  often,     suggesting  that  when  primary  care  is  available  close  to  home  there  is 
less  reliance  on  costly  and  avoidable  emergency  care. 


San  Francisco  Health  Care  Facilities  Meet  Markers  of  Geographic  Access 


Data  suggest  that  when  measuring  pure  geographic  proximity,  San  Franciscans  overall  have  better 
geographic  access  to  health  care  services  than  other  populations.  Nearly  all  San  Francisco  residents,  for 
example,  meet  the  one  and  one-half  mile  marker  for  proximity  to  primary  care  referenced  above  -  the 
shortest  distance  found  in  the  literature  -  and  all  San  Franciscans  reside  within  five  miles  of  primary 
care,  also  referenced  above.  However,  measuring  geographic  proximity  to  the  closest  provider  is  but 
one  measure  of  access  and  does  not  take  into  account  the  capacity  of  that  provider  to  take  additional 
patients,  the  types  of  insurance  that  provider  accepts,  or  the  provider's  linguistic  or  cultural 
competence,  among  other  factors. 


Connectivity  Through  Public  Transportation 


Despite  Geographic  Proximity,  San  Franciscans  with  Limited  Transportation  Options  Struggle  to  Access 
Care 

Low-Income  San  Franciscans  More  Likely  to  Rely  on  Public  Transit  to  Access  Health  Care 


While  San  Francisco  offers  a  rich  array  of  health  and  wellness  services  within  a  relatively  small 
geographic  area,  accessing  health  care  services  may  still  pose  a  challenge  for  some  residents, 
particularly  those  for  whom  easily  walking,  biking,  taking  public  transit,  or  driving  to  care  is  not  an 
option.  As  illustrated  by  the  following  exhibit,  this  challenge  may  be  especially  acute  for  low-income  San 
Franciscans  who  are  more  likely  than  wealthier  residents  to  rely  on  public  transportation. 


Exhibit  66.  Adult  San  Francisco  residents  by  regular  car  access  and  According  to  the  California 

Code  of  Regulations  in 
reference  to  the  two-plan 
model  of  Medi-Cal  Managed 
Care  (which  is  San 
Francisco's  Medi-Cal 
Managed  care  model),  "Each 
plan  must  ensure  that 
primary  health  care  services 
provided  through  the  plan 
are  no  more  than  30  minutes 
travel  time  or  ten  (10)  miles 
travel  distance  from  each 

member's  place  of  residence,  unless  the  department  has  approved  an  alternative  time  and  distance 
standard."^^"'     Applying  this  standard  to  health  care  services  in  San  Francisco  broadly,  all  primary  care 


\  Car  status 

0-99% 

100-199% 

200-299% 

300% FPL 

All 

ii  - 

FPL 

FPL 

FPL 

and  Above 

Has  Car 

51.9% 

50.7% 

73.9%* 

90.6% 

79.6% 
(536,000) 

Does  not 

48.1% 

49.3% 

26.1%* 

9.4% 

20.4% 

have  car 

(137,000) 

TOTAL 

100% 

100% 

100% 

100% 

100% 

(88,000) 

(74,000) 

(63,000) 

(448,000) 

(674,000) 

*  Percentage  statistically  unstable. 

Source:  California  Healtli  Interview  Survey,  2007 
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services  are  located  within  a  10  mile  travel  radius  of  where  residents  live;  however,  it  is  not  clear  that  all 
residents  -  particularly  those  who  rely  on  public  transit  -  can  travel  to  their  health  care  destination(s)  in 
30  minutes  or  less. 


Long  Public  Transit  Travel  Times  Pose  Health  Care  Access  Barrier  to  Some  San  Franciscans  Who  Lack 
Alternative  Transportation  Options 

Exhibit  67.  Transit  mode  to  get  to  doctor's  office,  San 
Data  from  the  2007  California  Health  Interview    Francisco  adults  without  regular  car  access  (2007) 

Survey  indicate  that  20.4  percent  of  San 
Francisco  respondents  (137,000  persons)  did 
not  have  access  to  a  car  for  regular  use.^^^ 
While  all  San  Francisco  residents  live  within  % 
mile  of  a  local  bus  or  rail  link,  no  available  data 
indicates  the  degree  to  which  public  transit- 
reliant  health  care  consumers  are  able  to 
access  necessary  and  preferred  services  within 
30  minutes  or  less.  However,  the  Sustainable 
Communities  Index  (SCI)  illustrates  that  the 
volume  and  frequency  of  transit  options  are 
not  equally  spread  throughout  the  city.^^^  The 
Sustainable  Communities  Index  explains  that 

availability  does  not  necessarily  equate  with  accessibility.  For  example,  factors  such  as  "cost,  distance, 
perceived  and  actual  safety,  weather,  pedestrian  access  and  safety,  traffic  patterns,  availability  of 
bicycle  lanes  and  racks,  hours  of  operation"  and  more  contribute  to  transit's  perceived  and  actual 
accessibility  -  particularly  for  low-income  persons.^^^ 


Transit  Mode 

Percentage 
{n=137,000) 

Personal  Vehicle  as  Driver  or 
Passenger 

6.1 

Public  Transportation 

71.6 

Paratransit/Transit  Provided  by  Health 
and  Human  Services 

3.5* 

Walk  or  Ride  Bike 

15.8 

Taxi/Other 

3.1 

*  Percentage  statistically  unstable. 

Source:  California  Health  Interview  Survey,  2007 


While  many  San  Franciscans  -  particularly  those  in  more  central 
locations  -  can  likely  access  health  care  via  transit  within  the  optimal 
timeframe,  others  cannot  -  particularly  when  health  care  needs  present 
at  non-peak  commute  hours.  Roughly  one  in  every  four  (25  percent)  of 
Excelsior  residents,  for  example,  spends  60  minutes  or  more  traveling  to 

190 

see  a  health  care  provider.      Community  members  at  the  September 
22,  2011  and  March  22,  2012  meetings  of  the  HCSMP  Task  Force  voiced 
similar  concerns,  citing  transportation  issues  and  travel  time  as  barriers 
to  care.  While  SCI  data  show  that  82%  of  all  public  health  facilities  and 
92%  of  acute  care  hospitals  are  located  in  areas  with  good  or  very  good 
transit  access,  residents  who  are  originating  from  areas  with  poorer 
transit  access  may  still  spend  over  an  hour  trying  to  get  to  their 
location  due  to  the  speed  of  bus  travel  and  the  need  to  make 


25  percent"^ 

Estimated  percentage  of 
Excelsior  residents  who 
spend  60  minutes  or 
more  traveling  to  see  a 
health  care  provider. 

Source:  Chinese  Progressive 
Association 


I  have  scoliosis,  and  it  takes  me  one 
to  one-and-a-half  hours  to  get  to  my 
[medical]  appointments  on  public 
transit,  and  my  mom  has  to  miss 
work.  There  should  be  more  services 
in  the  Southeast. 

-  Visitacion  Valley  Youth 

The  exhibit  below  presents  estimated  travel  times  between  and 

within  San  Francisco  neighborhoods  via  public  transit.  Neighborhoods  in  the  "origin"  column  correspond 
with  those  areas  identified  as  high  need  and  in  which  the  HCSMP  Task  Force  held  neighborhood 


multiple  transfers.  This  finding  may  pose  challenges  to 

San  Francisco,  as  facility  proximity  to  public  transit  has  been 
linked  to  higher  rates  of  emergency  department  utilization, 
which  is  not  optimal  for  health  conditions  that  can  be  treated 
in  a  community-based  primary  care  setting. 
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meetings  between  September  2011  and  March  2012.  Neighborhoods"^  associated  with  the 
"destinations"  column  are  those  in  which  San  Francisco's  non-profit  hospitals  -  and,  likely,  higher 
concentrations  of  specialty  care  and  other  services  that  tend  to  cluster  near  hospitals  -  are  or  will  be 
located.  It  important  to  note  that  the  majority  of  trips  shown  require  more  than  30  minutes  of  travel 
time  and  no  hospital  is  accessible  to  residents  of  Bayview-Hunters  Point  in  under  30  minutes. 


Exhibit  68.  Average  daily  transit  travel  times  (minutes/trip)**  to  hospital  neighborhood  locations  (2010) 

NOTE:  Travel  times  below  are  approximate  between  neighborhoods.  Times  do  not  indicate  exactly  how  long  it  would  take  a 

neighborhood  resident  to  travel  to  a  specific  hospital  location. 


Downtown 
(Chinese, 
St.  Francis) 


Marltet/ 
Octavia 
(CPIVIC- 
Davies) 


Mission 
(St.  Lul<e's) 


Pac 
Heights/ 
Marina 
(CPMC- 
Pacific) 


Destinations 

Potrero 
Hill  (SFGH) 


Bayview- 
Hunters  Point 
Market/Octavia 
Mission 

Mission  (Outer) 

Richmond 

SOMA 

Sunset 

Western 

Addition 


16 
25 
33 
38 
16 
28 
24 


41 

13 
21 
31 
39 
19 
25 
21 


38 

21 
18 
28 
51 
27 
37 
34 


64 

31 
45 
58 
32 
38 
48 
25 


31 

31 
31 
48 
63 
28 
55 
44 


Richmond 

SOMA 

Western 

(CPMC- 

(UCSF- 

Addition 

California, 

Mission 

(Kaiser, 

Kaiser- 

Bay) 

UCSF-Mt. 

French) 

Zion,  St. 

Mary's, 

CPMC- 

Cathedral 

Hill) 

70 

3a 

54 

39 
51 
62 
16 
47 
35 
27 


19 
27 
36 
46 
16 
32 
29 


21 
34 
45 
27 
30 
33 
18 


*  Neighborhood  designations  defined  by  SFCTA 

**  Data  presented  below  do  not  represent  the  exact  amount  of  travel  time  needed  to  get  from  a  neighborhood  resident's  home  to 
a  specific  medical  institution  Travel  times  represent  an  average  of  forecast  trips  -  including  late  night  trips  -  expected  on  a  typical 
weekday. 

Source:  San  Francisco  County  Transportation  Authority  (SFCTA),  SF-CHAMP  4.1,  2010 

NOTE  1:  CPMC-Cathedral  Hill  and  UCSF-Mission  Bay  will  be  facilities  new  to  San  Francisco's  hospital  landscape  as  of  2015.  CPMC- 
California,  Pacific,  and  Davies  will  no  longer  serve  as  acute  care  hospitals  once  CPMC-Cathedral  Hill  is  constructed  and  operational. 
UCSF-Mt.  Zion  will  also  no  longer  serve  as  a  acute  care  hospital  following  the  opening  of  the  UCSF-Mission  Bay  campus. 

NOTE  2:  The  travel  times  presented  here  represent  public  transit's  current  reality.  They  do  not  account  for  current  planning  efforts 
aimed  at  improving  travel  times  and,  therefore,  may  not  reflect  travel  time  reality  as  of  2015. 
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Connectivity  Through  Health  Literacy,  Language,  and  Culture 


Health  Literacy  +  Connectivity 


Overview 

Health  literacy  is  defined  as  "the  degree  to 
which  individuals  have  the  capacity  to  obtain, 
process,  and  understand  basic  health 
information  and  services  needed  to  make 


appropriate  health  decisions." 
literacy  is  linked  to: 


198 


Lack  of  health 


Limited  ability  to  interpret  and  act  on 
medication  labels,  thereby  increasing 
the  incidence  of  medication  errors; 
Difficulty  understanding  and  following 
provider  directions; 
Reduced  likelihood  of  seeking 
preventive  care; 

Increased  hospitalization  and  use  of 
emergency  services; 
Poorer  health  outcomes;  and 
Higher  mortality  rates. 


199 


In  short,  limited  health  literacy  acts  as  a  barrier 
to  health  care  access  and  improved  health 
outcomes. 

I  know  this  is  important  information,  but  having  a 
side  box  focused  on  just  one  ethnicity  when  health 
literacy  is  probably  a  big  issue  for  other  communities 
(particularly  non-English  speakers)  does  not  sit  well 
with  me.  If  you  want  to  keep  it  like  this  I  would 
suggest  making  the  heading  "The  REALIVl  Study"  and 
starting  the  blurb  by  acknowledging  that  only  one  group  was  looked  at  and  ending  by  acknowledging  that  health 
literacy  is  also  an  important  issue  in  other  communities  as  well. 


The  REALM  Study"^' 

Health  literacy  is  an  important  issue  in  many 
communities  in  San  Francisco.  A  recent  study 
health  literacy  study  focused  on  the  Black/African 
American  community,  called  the  Rapid  Estimate  of 
Adult  Health  Literacy  in  Medicine  (REALM)  Survey, 
found  that  an  estimated  39%  of  Blacks/African 
Americans  in  San  Francisco  had  a  health  literacy 
level  equivalent  to  the  8^*^  grade  or  below. 
According  to  the  survey,  persons  with  health 
literacy  skills  at  the  7'"  or  8*^  grade  level  (23.4 
percent  of  Blacks/ African  Americans  in  San 
Francisco)  will  struggle  with  most  patient  education 
materials;  persons  with  health  literacy  skills 
between  the  4"^  and  6*'^  grade  levels  (10.1  percent 
of  Blacks/African  Americans  in  San  Francisco)  will 
need  to  receive  materials  tailored  to  a  limited- 
literacy  audience  and  may  struggle  with 
prescription  labels;  persons  at  the  3'^'^  grade  health 
literacy  level  or  below  (5.7  percent  of  Blacks/ African 
Americans  in  San  Francisco)  may  not  be  able  to 
read  even  limited-literacy  materials,  will  need 
repeated  oral  instructions,  and  may  need  additional 
help  (e.g.,  illustrations,  audio  recordings,  etc.)  to  act 
on  health  information  appropriately.  Please  note 
that  health  literacy  data  is  not  available  for  other 
racial/ethnic  groups  in  San  Francisco. 


San  Francisco  Outperforms  State  in  Literacy,  Though  May  Fare  More  Poorly  than  Nation  in  Health 
Literacy 

Exhibit  69.  Indirect  estimate  of  percentage  of 
persons  age  16+  lacking  basic  literacy  skills  (2003) 

San  Francisco  County         California  3 
^        (n=629,606)  (n=26,029,840)  * 

18  23 


Results  from  the  2003  National  Assessment  of 
Adult  Literacy  (NAAL)  indicate  that  only  12 
percent  of  US  adults  are  proficient  enough  to  use 


Source:  2003  National  Assessment  of  Adult  Literacy 


health  information  effectively.     In  addition, 
NAAL  found  that  36  percent  of  US  adults  have 
either  basic  (22  percent)  or  below  basic  (14 
percent)  health  literacy  skills.  Indirect  estimates 
of  San  Francisco's  general  prose  literacy  skill 
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level  suggest  that  San  Francisco  residents  may  fare  more  poorly  than  national  numbers  suggest: 
Eighteen  percent  of  San  Franciscans  lack  even  basic  prose  literacy  skills. While  San  Francisco 
County  residents  perform  better  than  California  as  a  whole  (23  percent  of  state  residents  lack  basic 
literacy  skills),  these  numbers  suggest  that  San  Francisco's  more  vulnerable  populations  may  lack  access 
to  understandable  health  information  on  which  they  can  base  their  health  decisions. 

Certain  Populations  More  Susceptible  to  Limited  Health  Literacy  and  Related  Outcomes  -  Including 
San  Francisco's  Vulnerable  Populations 

Research  also  suggests  that  certain  populations  -  including  those  constituting  San  Francisco's  vulnerable 
populations  -  are  more  likely  to  experience  limited  health  literacy,  subjecting  them  to  poorer  health 
outcomes  and  health  inequities. For  example: 


Older  adults.  The  NAAL  found  that  older  adults  (age  65+)  had  lower  average  health  literacy  skills 


than  younger  groups.     Other  research  supports  this  finding.  For  example,  one  study  found  that 
two-thirds  of  US  adults  age  60  or  older  have  inadequate  or  marginal  health  literacy  skills  and 
that  60  percent  of  patients  at  one  public  hospital  could  neither  read  nor  understand  basic 
materials  (e.g.,  prescription  instruction  labels).  This  reality  is  of  note  in  San  Francisco,  where 
nearly  half  of  all  adults  are  projected  to  be  age  50  or  older  by  2030;^°^ 


Minority  populations; 

Immigrant  populations,  a  concern  given  San 
Francisco's  substantial  immigrant 
population.  Compared  to  California,  for 
example,  San  Francisco  has  a  lower 
percentage  of  residents  who  were  born  in 
the  United  States  (see  exhibit  at  right);^°^ 
Low-income  persons;  and 

People  with  chronic  mental  and/or  medical  conditions. 


Exhibit  70.  Immigration  status  of  San  Francisco  and 
California  residents  (2009) 


(Percent) 

(Percent) 

Native 

65.9 

73.1 

Foreign  Born 

34.1 

26.9 

Source:  2009  American  Community  Survey 


Education  alone  cannot  explain  a  person's  degree  of  health  literacy.  Someone  with  a  high  level  of 
educational  attainment,  for  example,  may  still  have  difficulty  understanding  complicated  health 
insurance  enrollment  forms  and  accessing  and  navigating  the  health  care  system.  While  education 
explains  health  literacy  skills  to  some  degree,  health  literacy  "comes  from  a  convergence  of  education, 
cultural  and  social  factors,  and  health  services. Having  some  degree  of  background  knowledge  in 
health  -  combined  with  a  person's  ability  to  listen,  ask  questions,  and  advocate  for  oneself-  also 
impacts  an  individual's  health  literacy  level.  Limited  English  proficiency,  as  well  as  differences  in  culture, 
influences  the  degree  to  which  an  individual  can  access  health  care  services  and  understand  and  act  on 
health  information. 


Degree  and  Impact  of  San  Francisco's  Efforts  to  Address  Health  Literacy  Issues  Unknown 

Various  federal  policy  initiatives  promise  to  address  health  literacy.  Health  Reform,  for  example, 
incorporates  health  literacy  into  professional  training  requirements,  streamlines  enrollment  procedures 
for  public  insurance  programs  and  the  state  health  benefit  exchanges,  and  requires  that  health  plans 
provide  beneficiaries  with  clear  coverage  information  that  is  easy  to  understand. (A  recent  poll 
indicates  that  this  latter  provision  is  among  the  most  popular  offered  by  Health  Reform.)  Such  efforts 
align  well  with  the  US  Department  of  Health  and  Human  Services'  National  Action  Plan  to  Improve 
Health  Literacy,  which  sets  forth  seven  unified  health  literacy  goals  and  strategies  for  the  country.  These 
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efforts,  combined  with  Health  Information  Technology  and  Clinical 
Health  Act's  (HITECH)  goal  to  provide  meaningful  and  useful  health 
information  to  patients,  health  literacy-related  Healthy  People 
2020  objectives,  and  efforts  at  the  hospital-  and  provider-level 
suggest  that  health  literacy  has  come  to  the  forefront  of  the  health 
care  community's  consciousness;  however,  to  protect  and  promote 
the  health  of  its  most  vulnerable  populations,  San  Francisco  must 
be  vigilant  about  providing  health  information  -  and  health  service  access  -  to  consumers  in  an 
appropriate  and  understandable  way.  The  degree  to  which  San  Francisco  providers  assess  patients  for 
limited  health  literacy  -  and  respond  to  identified  health  literacy  issues  -  is  unknown. 


Health  Literacy  Resources 

The  Health  Resources  and 
Services  Administration  offers 
numerous  health  literacy 
resources  on  its  website. 


Linguistic  Connectivity 


Limited  English  Proficiency  Limits  Health  Care  Access 


A  patient's  ability  to  communicate  with  a  health  care  provider  in  a  common  language  impacts  his/her 
likelihood  of  accessing  needed  services  and  ability  to  act  on  health  information  successfully.  According 
to  the  Institute  of  Medicine: 


Language  barriers  may  affect  the  delivery  of  adequate  care 
tiirougti  poor  exchange  of  information,  loss  of  important 
cultural  information,  misunderstanding  of  physician 
instruction,  poor  shared  decision-making  or  ethical 
compromises  (e.g.,  difficulty  obtaining  informed  consent). 
Linguistic  difficulties  may  also  result  in  decreased  adherence 

with  medication 

At  the  [clinic  in  Chinatown]  it's  convenient 
because  a  lot  of  people  speak  Chinese.  At  [SF 
hospital]  you  have  to  wait  for  the  translator 
to  explain  something  to  you.  My  English 
level  is  okay  for  daily  speaking.  For  medical 
questions  I  need  a  translator,  but  it  takes  a 
long  time.  Sometimes  I  don't  want  to  wait  so 
I  just  guess  what  it's  about. 


Linguistic  Competence 

The  capacity  to  communicate 
effectively  and  convey 
information  in  a  manner  that 
is  easily  understood  by 
diverse  audiences. 

Source:  National  Center  for  Cultural 
regimes,  poor  Competence 
appointment 

attendance,  and  decreased  satisfaction  with 

209 

services. 


-  Chinese  Excelsior  Resident 


Considered  a  risk  factor  for  health  disparities,  limited 
English  proficiency  (LEP)  -  defined  by  the  US  Census 
as  speaking  English  "less  than  very  well"     -  has 
also  been  associated  with  decreased  satisfaction 
with  services,  increased  incidence  of  misdiagnosis, 
longer  hospital  stays,  and  poorer  health  outcomes.^"  Research  also  suggests  that  language  barriers  may 
reduce  LEP  participation  in  Covered  California,  again  limiting  access  to  health  care  for  which  LEP 
individuals  will  be  eligible.^"  According  to  the  UCLA  Center  for  Health  Policy  Research  and  the  California 
Pan-Ethnic  Health  Network,  for  example,  an  estimated  110,000  LEP  Californians  may  fail  to  enroll  in  the 
CBHE  if  outreach  efforts  do  not  target  this  population  effectively. 
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LEP  a  Particular  Health  Access  Concern  for  San  Francisco's  Diverse  Population 


Given  the  diversity  of  San  Francisco's  population,  linguistic  connectivity  to  health  care  poses  a  particular 
challenge  to  the  population's  health.  According  to  the  2010  American  Community  Survey,  for  example, 
among  San  Franciscans  ages  five  and  older  who  do  not  exclusively  speak  English  at  home,  53.6  percent 
are  LEP;  24.1  percent  of  all  San  Franciscans  age  five  and  older  speak  English  less  than  very  well.  This  data 
emphasizes  2009  data  from  the  California  Health  Interview  Survey  in  which  59.7  percent  of  San 
Francisco  adult  respondents  (n=323,000)  claimed  to  speak  English  less  than  very  well.^"  Please  note 
that  San  Francisco  adults  fare  slightly  better  than  adults  in  the  state  overall,  63.3  percent  of  whom  speak 
English  less  than  very  well.^^'' 


Patients'  native  language  also  influences  health  care  provider 
selection.  As  illustrated  in  the  exhibit  below,  preliminary  data 
from  San  Francisco's  Chinese  Progressive  Association  indicate 
that  a  provider's  familiarity  with  the  patient's  language  and 
culture  rates  among  the  top  three  reasons  Excelsior  and 

Chinatown  residents  cite  for  choosing  their  health  care   

provider. Apart  from  language  and  culture,  proximity  to  home  and  insurance  coverage  also 
constituted  top  reasons  for  provider  selection. 


Exhibit  71.  Excelsior  and  Chinatown  survey  respondents  citing 
provider  "familiarity  with  language  and  culture"  among  top  three 
reasons  for  selecting  a  provider  (2011) 


Respondents  by  Group 
Excelsior     Chinatown      Seniors  All 


Provider  Familiarity  with 
Patient's  Language  +  Culture 


24.5%  41.3%  36.3%  26.2% 

Source:  Chinese  Progressive  Association,  2011 


While  Interpretation  is  Available  at  San  Francisco  Hospitals,  Outreach  and  Education  Likely  Needed  to 
Make  Residents  More  Aware  of  Such  Services 

A  review  of  San  Francisco  hospital  websites  reveals  that  all  hospitals  provide  interpretation  services  in 
multiple  languages.  Interpretation  service  providers  range  from  on-site  staff  interpreters  to  telephone 
and  video  medical  interpretation,  the  availability  of  which  vary  by  site.  While  San  Francisco's  health  care 
facilities  appear  to  meet  patients'  linguistic  needs,  HCSMP  focus  groups  and  public  comment  made  at 
HCSMP  Task  Force  meetings  suggest  that  accessing  needed  interpretation  services  is  still  an  issue  for 
some.  This  suggests  that,  at  minimum,  San  Francisco's  hospitals  and  other  health  care  facilities  may 
need  to  conduct  greater  outreach  and  education  efforts  regarding  available  interpretation  services  as 
well  as  expand  services  available  on-site,  tailored  to  the  preferences  of  the  patient  community,  if 
possible. 
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Innovations  Offer  Promise  to  Increase  Linguistic  Connectivity,  Some  Applied  in  San  Francisco 

Providers  have  piloted  numerous  Innovations  to  Increase  access  for  and  Improve  the  health  outcomes  of 
LEP  populations.  Please  note  that  the  Innovations  discussed  below  do  not  constitute  an  exhaustive  list. 
Shared  Remote  Interpreters  via  Phone  and  Video  Medical  Conferencing 

Shared  networks  of  trained  Interpreters  promise  to 
Increase  health  care  access  at  minimal  cost.  The 
Health  Care  Interpreter  Network  (HCIN),  for 
example,  is  a  cooperative  of  eight  California  public 
hospitals  sharing  trained  health  care  interpreters 
through  an  automated  video/voice  call  center.^^'' 
Through  the  HCIN,  more  than  60  Interpreters  are 
available  to  provide  member  hospitals  with 
interpretation  services  in  Spanish,  Cantonese, 
Mandarin,  Vietnamese,  Lao,  Mien,  Thai, 
Cambodian,  Hmong,  Korean,  Russian,  Farsi, 
Armenian,  Tongan,  and  Hindi.  American  Sign 
Language  Is  available  on  HCIN  video  stations 
through  Language  Line  Services.  In  addition, 
Spanish  interpreters  offer  assistance  beyond 
traditional  work  hours,  offering  patients  greater 
access  to  timely,  flexible  care.  While  participation 
in  shared  networks  of  interpreters  is  not  free, 
research  suggests  that  such  interventions  are  cost- 
effective  relative  to  the  expenses  associated  with 
emergency  and  follow-up  care.^^^ 

Recorded  Hospital  Discharge  Instructions  in 
Patients'  Native  Language 


Children's  Hospital  Central  California  provides  non-English  speaking  patients  with  a  recording  of  their 
discharge  instructions  in  their  native  language;  the  hospital  also  provides  this  service  to  English-speaking 
patients  with  limited  literacy  skills.  For  up  to  two  weeks  post-discharge,  patients  and  their  families  may 
access  these  instructions  as  needed  via  a  password-protected  telephone  mailbox.  According  to  the 
Agency  for  Healthcare  Research  and  Quality,  the  program  has  "been  used  by  a  higher-than-expected 
number  of  patients  and  family  members,  has  reduced  gaps  in  comprehension,  and  has  generated  high 
levels  of  patient/family  satisfaction." 

A  San  Francisco  Example:  Increasing  Linguistic  Connectivity"^' "° 

To  ensure  the  culturally  and  linguistically  competent  provision  of  health  care  services,  San  Francisco 
General  Hospital  (SFGH)  and  all  community  oriented  primary  care  (COPC)  clinics  offer  interpretation 
services  in  45  different  languages  to  LEP  patients.  Available  from  Sam  -  12am  seven  days  per  week, 
SFGH's  Interpreter  Services  Department  affords  both  entities  access  to  interpretation  through  various 
methods  including  in-person  interpreting  (10  different  languages),  telephone-based  interpreting, 
videoconferencing  interpreting,  and  a  back-up  interpreter  system  used  as  needed  to  reach  "on  call" 
language  bank  interpreters  and  telephonic  agency  services. 


Policies  Advancing  Linguistic  Connectivity 

•  Civil  Rights  Act  of  1964  (Title  IV):  Health  care 
providers  accepting  federal  funds  must 
ensure  health  care  accessibility,  even  to  LEP 
populations. 

•  National  Standards  on  Culturally  and 
Linguistically  Appropriate  Services  (CLAS) 
Standards  (Standards  4  through  7):  Reinforce 
the  Civil  Rights  Act  of  1964  by  detailing  how 
to  provide  compliant  language  assistance 
services. 

•  Health  Reform:  Advances  linguistic 
connectivity  in  numerous  ways.  For  example, 
by  requiring  federally-supported  providers,  to 
the  extent  possible,  to  capture  culturally  and 
linguistically  specific  data  on  population 
served;  requiring  that  health  plan 
information  be  presented  in  culturally  and 
linguistically  appropriate  way;  and  more. 

Sources:  Health  Affairs,  30,  no.  10  (2011) 
HRSA  Website 
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Cultural  Connectivity 


Limited  Cultural  Competence  Negatively  Impacts  Patient  Experience  and  Health  Outcomes 


Linked  closely  to  language  is  culture,  or  the 
"thoughts,  communications,  actions,  customs, 
beliefs,  values,  and  institutions  of  racial,  ethnic, 
religious,  or  social  groups"  that  impact  how  health 
information  may  be  received."^  Cultural 
disconnects  between  patients  and  health  care 
providers  have  been  linked  to  unequal  clinical 
treatment,  particularly  for  racial  and  ethnic 
minorities,  which  can  result  in  lower  patient 
satisfaction,  lack  of  trust  in  the  provider  (and  therefore  limited  adherence  to  treatment),  and  poorer 
health  outcomes.^"'     In  addition,  lack  of  cultural  competency  in  patient-provider  interactions  can  be 
experienced  as  discrimination.  A  study  of  HIV-positive  patients,  for  example,  found  that  many  had 
experienced  discrimination  in  care,  which  was  associated  with  higher  rates  of  depression,  more  severe 
AIDS-related  symptoms,  and  lower  general  health  (self-report).^" 

Broad  Understanding  of  "Culture"  Needed  to  Most  Appropriately  Serve  San  Francisco's  Diverse 
Population 

San  Francisco's  diverse  population  represents  a  rich  mix  of 
races  and  ethnicities,  ages,  income  levels,  sexual 
orientations  and  gender  identities,  abilities,  and  other 
possible  identities.  Many  individuals  fall  into  more  than  one 
cultural  group.  The  US  Department  of  Health  and  Human 
Services,  Health  Resources  and  Services  Administration 
(HRSA)  identifies  a  series  of  cultural  groups  and 
subpopulations  (see  box,  right)  with  identified  health  care 
needs,  all  of  which  exist  in  San  Francisco.  San  Francisco,  for 
example,  has  prominent  lesbian,  gay,  bisexual,  and 
transgender  (LGBT)  communities  which  has  spurred  the 
development  of  population  specific  health  resources  and 
research  centers  such  as  the  Center  of  Excellence  for 
Transgender  Health.  The  city  also  has  a  significant  homeless 
population,  many  of  whom  present  with  co-occurring 
disorders  such  as  mental  health  and  substance  use  issues  as  well  as  chronic  medical  conditions.  In 
response  to  this  need,  numerous  collaborative  programs  through  the  San  Francisco  Department  of 
Public  Health,  UCSF,  and  local  non-profits  have  been  developed  to  provide  necessary  services.  While  San 
Francisco  has  excelled  in  developing  many  unique  programs  to  address  the  needs  of  certain  populations, 
it  is  important  that  the  city  maintains  a  diverse  workforce  with  a  comprehensive  understanding  of 
culture  as  it  relates  to  health. 


Cultural  Competence 

A  set  of  congruent  behaviors,  attitudes,  and 
policies  that  come  together  in  a  system, 
agency,  or  among  professionals  that  enables 
effective  work  in  cross-cultural  situations. 

Source:  US  Department  of  Health  arid  Office  of  Health  and 
Human  Services,  Office  of  Minority  Health 


Sampling  of  Cultural  and  "Special 
Population"  Categories 

•  Youth  and  Seniors 

•  Women 

•  People  of  color 

•  LGBT 

•  Homeless 

•  Public  Housing  Residents 

•  People  with  Disabilities  (Incl. 
People  with  Mental  Health  Issues) 

•  Farm  Workers/Migrant  Workers 

Source:  HRSA  Website 
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Exhibit  72.  San  Francisco  population  by  race  and  ethnicity,  2000  and  2010 


227 


Race  and  Ethnicity 

Total  Population 

White 

Asian 

Hispanic  or  Latino  (of  any  race) 

Black/African  Annerican 

Some  other  race 

Two  or  more  races 

American  Indian  and  Alaska  Native 

Native  Hawaiian  /  Other  Pac.  Islander 
Source:  US  Census  Bureau,  2000  and  2010 


San  Francisco,  2000 

Number  Percent 


San  Francisco,  2010 

Number  Percent 


766,733 


805,235 


411,427 
239,565 
109,504 
60,515 
50,368 
33,255 
3,458 
3,844 


53.7 
31.2 
14.3 
7.9 
6.6 
4.3 
0.5 
0.5 


390,387 

267,915 

121,774 

48,870 

53,021 

37,659 

4,024 

3,359 


48.5 
33.3 
15.1 
6.1 
6.6 
4.7 
0.5 
0.4 


Trend 

2000  -2010 

si/ 


Exhibit  73.  San  Francisco  population  by  Hispanic  or  Latino  ethnicity,  2000  and  2010 


San  Francisco,  2000 

San  Francisco,  2010 

Trend 

Race  and  Ethnicity 

Number 

766,733 

385,728 

Percent 

Number 

805,235 

337,451 

Percent 

2000  -2010 
t 

Total  Population 

White  (non-Hispanic) 

50.3 

41.9 

Hispanic  or  Latino  (of  any  race)^ 

109,504 

14.3 

121,774 

15.1 

Other  (non-Hispanic) 

271,501 

35.4 

346,010 

43.0 

Source:  US  Census  Bureau,  2000  and  2010 

Well-trained  and  Diverse  Workforce  Central  to  Increasing  Cultural  Connectivity 

In  order  to  ensure  that  all  San  Franciscans  are  able  to  access  the  health  care  they  need  and  achieve  the 
best  health  outcomes  possible,  it  is  essential  that  we  have  a  workforce  that  is  knowledgeable  about  the 
possible  experiences,  perspectives,  knowledge,  and  needs  of  their  clients.  In  order  for  providers  to  be 
prepared  to  approach  their  clients  with  cultural  humility  and  sensitivity,  it  is  important  that  we  both 
work  to  recruit  a  diverse  workforce  and  train  health  care  staff  in  cultural  competence.  Demand  for  such 
workforce  development  has  been  voiced  in  recent  locally-focused  health  needs  assessments,  such  as 
those  focusing  on  Mayan  children  and  youth,  as  well  as  an  assessment  of  the  mental  health  needs  of  at- 
risk  youth  in  the  Bayview-Hunters  Point  neighborhood. 

Training  Key  to  Developing  Culturally  Competent  Workforce,  Degree  to  Which  San  Francisco  Providers 
Trained  Unknown 

Research  suggests  that  cultural  competency  training  can  improve  the  knowledge,  attitudes,  and  skills  of 
health  care  providers.""  Such  training  has  also  been  shown  to  increase  patient  satisfaction  with  health 
care  services;  however,  the  evidence  base  for  cultural  competency  training's  impact  on  patient  health 
outcomes  is  less  clear  given  a  lack  of  high  quality  research."^  Even  so,  the  push  toward  development  of 
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a  well-trained  and  culturally  competent  workforce  Is  clear.  The 
National  Standards  on  Culturally  and  Linguistically  Appropriate 
Services  (CLAS),  for  example,  devote  Standards  1  through  3  to 
the  theme  of  cultural  competency.^^^'     Beyond  CLAS 
standards,  HRSA,  National  Centers  of  Excellence,  and  other 
entities  are  working  to  compile  best  practice  information  in 
terms  of  appropriate  delivery  of  health  care  services  to  specific 
populations.  San  Francisco  leads  this  charge  in  many  ways, 
posing  CLAS  standards  as  general  guidelines  for  City/County 
direct  service  contractors  and  serving  as  home  to  National 
Centers  of  Excellence  devoted  to  women's  health,  transgender 
health,  and  HIV  health  services.  HRSA  also  cites  SFDPH's  best 
practice  guidelines  for  providing  HIV/AIDS  services  to  transgender  persons."'^  However,  the  degree  to 
which  San  Francisco  providers  actually  seek  out  and  receive  related  training  is  unknown. 

Health  Care  Workforce  Diversity  Identified  as  California  Priority  but  Actual  Diversity  of  San  Francisco's 
Prevention  Workforce  Unknown 

The  National  Prevention  Strategy  cites  increasing  diversity  within  the  prevention  workforce  as  one 
factor  necessary  to  eliminate  health  disparities  and  facilitate  the  provision  of  culturally  competent 
care.     According  to  the  Strategy,  "The  workforce  should  not  only  be  culturally  competent  but  also 
sufficiently  diverse  to  reflect  underlying  community  characteristics  (e.g.,  race/ethnicity,  culture, 
language,  disability)... A  well-trained,  diverse,  and  culturally  competent  workforce  helps  enhance 
development  and  delivery  of  prevention  programs  and  patient-centered  care." 

Increasing  diversity  within  the  health  care  workforce  may  offer  the  added  benefit  of  increasing  the 
provider  supply  in  traditionally  underserved  areas  while  increasing  access  to  culturally  competent  care 
tailored  to  the  needs  of  the  resident  community.  Research  has  found,  for  example,  that  minority 
physicians  in  California  are  more  likely  than  white  physicians  to  practice  in  Medically  Underserved  Areas, 
Health  Professional  Shortage  Areas,  and  communities  with  higher  proportions  of  minority  and/or  low- 
income  residents. Please  note,  however,  that  Latinos  and  African  Americans  are  underrepresented 
among  California  physicians  relative  to  the  prevalence  of  those  racial/ethnic  groups  in  the  state's 
general  population. Other  ethnic  groups  -  among  them  Samoan,  Cambodian,  and  Hmong/Laotian  - 
are  also  underrepresented. 

Despite  California's  patient-provider  culture  gap,  state  bodies  such  as  the  California  Health  Workforce 
Development  Council  have  identified  cultural  responsiveness  and  sensitivity  as  a  cross-cutting  theme  in 
its  work,  making  the  case  for  increased  diversity  in  the  health  care  workforce.  In  addition,  the  California 
Medical  Board  Survey  -  mandated  by  California  State  Bill  1586  (enacted  in  2001)  -  provides  important 
physician-reported  data  on  race/ethnicity  and  language  fluency  to  gauge  the  degree  to  which  California 
providers  reflect  the  patients  they  serve. 


CLAS  Standard  1 

"Health  care  organizations  should 
ensure  that  patients/consumers 
received  from  all  staff  members 
effective,  understandable,  and 
respectful  care  that  is  provided  in  a 
manner  compatible  with  their 
cultural  health  beliefs  and  practices 
and  preferred  language." 

Source:  Office  of  Minority  Health 
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Land  Use  Assessment 
Overview 


The  Land  Use  Assessment  component  of  the  HCSMP  considers  the  following  as  required  by  San 
Francisco  Ordinance  No.  300-10: 

•  The  supply  and  demand  for  medical  uses  in  San  Francisco; 

•  The  potential  effects  or  land  use  burdens,  including  displacement  pressures  on  other 
neighborhood-serving  uses,  that  may  occur  as  a  result  of  locating  medical  uses  in  different  areas 
of  the  city; 

The  San  Francisco  General  Plan  -  serving  as  the  guideline  for  the  city's  long  term  physical  growth  and 
development  in  areas  such  as  housing,  commerce  and  industry,  transportation,  and  community  facilities 
-  is  relatively  silent  when  it  comes  to  the  amount  and  location  of  medical  institutions  in  the  city,  stating 
simply  that  such  uses  should  be  located  in  a  manner  that  will  enhance  their  efficient  and  effective 
use.^''^  It  is  for  this  reason  that  the  need  for  a  more  systematic  framework  was  identified  and  the  HCSMP 
ordinance  adopted. San  Francisco's  medical  services  are  delivered  by  a  number  of  different 
institutions  housed  in  a  range  of  facility  types  and  sizes,  from  small  clinics  to  major  research  and 
teaching  hospitals.  In  addition,  some  of  San  Francisco's  hospitals  serve  not  only  San  Francisco  but  the 
greater  Bay  Area  region  (e.g.,  trauma  services  at  San  Francisco  General  Hospital)  and  beyond  as  referral 
centers  for  highly  specialized  medical  care.  While  such  major  facilities  cover  a  large  geographic  service 
area,  San  Francisco's  health  care  system  also  includes  many  smaller,  community-based  providers  and 
clinics.  These  facilities  may  be  more  suited  to  offering  routine  neighborhood-based  services  with  a 
professional  staff  of  general  practitioners,  nurse  practitioners,  optometrists,  and  dentists. 

One  of  the  express  purposes  of  the  HCSMP  is  "to  promote  an  equitable  and  efficient  distribution  of  [and 
access  to]  health  care  services"  for  current  and  future  residents  of  San  Francisco.^'*'*  This  can  be  ensured 
both  by  way  of  system-wide  reform  such  as  the  Patient  Protection  and  Affordable  Care  Act  (PPACA) 
enacted  by  Congress  in  2010,  and  programs  such  as  the  locally  run  Healthy  San  Francisco.  This  could  also 
be  enabled  by  facilitating  the  siting  of  vital  service  providers  in  order  to  deliver  needed  services  in 
underserved  areas,  and  by  ensuring  that  underserved  areas  in  the  city  allow  medical  uses  to  locate  in 
those  areas  through  proper  zoning  designation. 

A  key  goal  of  the  HCSMP  is  to  address  the  geographic  distribution  of  medical  services,  ensuring  that 
routinely  used  primary  care  and  more  periodic  medical  services  (e.g.,  specialty  services  and  acute 
medical  care)  are  equitably  available  to  serve  the  various  city  neighborhoods. ^'^^  This  Land  Use 
Assessment  will  address  issues  related  to  health  care  facilities  development  in  the  overall  land  use 
context  of  the  city.  Specifically,  this  analysis  will  examine  the  existing  supply  of  health  care  facilities  in 
terms  of  the  number  and  square  footage  or  floor  area  of  such  facilities.  This  Assessment  will  also  analyze 
the  demand  for  health  care  facilities  in  terms  of  estimated  additional  number  of  facilities  and  floor  area 
potentially  needed  given  estimated  population  growth  and  employment  growth  in  the  health  care 
sector.  Finally,  the  Land  Use  Assessment  will  discuss  the  potential  land  use  effects  or  constraints  of 
locating  medical  uses  in  certain  areas  of  the  city  and  the  related  displacement  pressures  to  other 
neighborhood-serving  uses. 
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Definitions 


•  Uses  of  Land 

"Use"  in  the  Planning  Code  is  defined  as  "[t]he  purpose  for  which  land  or  a  structure,  or  both, 
are  designed,  constructed,  arranged  or  intended,  or  for  which  they  are  occupied  or  maintained, 
let  or  leased."  For  example,  land  or  a  building  structure  can  be  designed  to  be  occupied  by  an 
office,  residential,  bar,  clinic,  hospital,  or  restaurant  "use,"  etc.  Different  areas  (or  zones)  of  the 
city  permit;  do  not  permit;  permit  "as  of  right"  or  permit  with  special  conditions  different  uses, 
as  determined  by  their  zoning  (e.g.,  residential,  commercial,  industrial,  etc.)  designation/district. 

•  Medical  Use 

For  the  purpose  of  the  HCSMP,  the  definition  of  "medical  use"  draws  from  different  sections  of 
the  Planning  Code  (see  the  Land  Use  Assessment  Supplement  at  the  end  of  this  assessment  for 
all  the  exact  definitions  of  medical  uses,  as  referenced  in  Ordinance  300-10),  specifically  from 
Sections  790.114,  790.44,  890.114,  890.44,  209.3(a),  217  (a)  and  (c).^^^  All  of  these  Planning 
Code  definitions  have  significant  overlap  but  apply  to  different  zoning  districts  or  areas  of  the 
city.  For  the  purposes  of  simplifying  the  discussion,  the  definitions  of  medical  uses  can  be 
broadly  categorized  into  two  types: 

1)  A  large  institution  such  as  a  hospital  or  medical  center  (Planning  Code  Sections  790.44, 
890.44,  217  (a)  and  209.3  (a))  defined  in  the  Code  as  "a  public  or  private  institutional  use 
which  provides  medical  facilities  for  inpatient  or  outpatient  medical  care,  medical  offices, 
clinics,  and  laboratories." 

2)  An  office  or  retail  space  (Planning  Code  Sections  790.114,  890.114,  217  (c))  that  houses 
medical  uses  which  can  range  from  an  optometrist  or  dentist's  office  to  a  neighborhood 
clinic  (i.e.,  uses  generally  smaller  than  a  larger  institutional  hospital).  Such  medical  uses  are 
defined  in  the  Code  as  "a  use  [retail  or  office]  which  provides  medical  and  allied  health 
services  to  the  individual  by  physicians,  surgeons,  dentists,  podiatrists,  psychologists, 
psychiatrists,  acupuncturists,  chiropractors,  or  any  other  health-care  professionals  when 
licensed  by  a  State-sanctioned  Board  overseeing  the  provision  of  medically  oriented 
services.  It  includes  a  clinic,  primarily  providing  outpatient  care  in  medical,  psychiatric  or 
other  health  services,  and  not  part  of  a  hospital  or  medical  center." 

o    Clinics  vs.  medical  office  distinction: 

■  Clinics  are  predominantly  primary  care  facilities  in  which  services  are  offered 
either  at  no  cost  or  low  cost  to  the  patient.^'^^ 

■  Medical  offices  are  facilities  of  doctor's  private  practice,  offering  services  for  a 
fee  paid  in  cash  or  by  a  health  plan. 

•  Land  Use  Burden 

"Land  use  burdens"  are  typically  defined  as  restrictions  on  land  that  affect  its  value.  Since  the 
purpose  of  the  HCSMP  is  to  promote  equitable  access  to  and  distribution  of  health  care  services, 
the  HCSMP  recommendations  will  likely  not  make  zoning  change  proposals  that  make  property 
more  restrictive  than  is  currently  allowed  ;  rather,  zoning  change  proposals,  if  any,  would  ensure 
that  medical  uses  are  allowed,  as  appropriate,  throughout  the  city.  Therefore,  the  analysis  will 
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focus  more  on  the  broader  potential  effects  of  locating  medical  uses  in  different  areas  of  the 
city,  or  their  impact  upon  the  existing  character  of  certain  areas  of  the  city. 

•    Displacement  (of  other  neighborhood-serving  uses) 

"Displacement"  generally  refers  to  the  involuntary  move  or  dislocation  of  a  use  (e.g.,  housing  or 
a  local  business  tenant)  through  the  direct  or  indirect  pressures  of  another  use  (e.g.,  an  office 
tenant)  moving  into  the  same  space,  or  of  an  activity  happening  in  the  neighborhood  such  as 
construction,  evictions,  and  price/rent  increases  that  force  existing  tenants/businesses  to 
relocate.  This  often  leads  to  larger  changes  in  neighborhood  character  and  livability  of  an  area. 
For  example,  when  transit  stations  or  freeways  are  built,  it  can  lead  to  vacating  existing  parcels 
of  land  to  make  room  for  the  infrastructure;  or  when  higher  income  residents/businesses  move 
Into  a  low-income  area  this  often  "prices  out"  existing  residents  and  businesses. 


Data 


Data  for  this  section  come  from  a  variety  of  sources.  Data  on  city  clinics  and  hospitals  are  obtained  from 
the  State  of  California  Office  of  Statewide  Health  Planning  and  Development  (OSHPD),  and  information 
on  medical  use  floor  area  comes  from  Dun  &  Bradstreet,  CoStar,  the  San  Francisco  Assessor's  Office,  and 
a  LiDAR^''^  dataset  recorded  in  2007.  Micro-level  access  to  health  care  services  were  unavailable,  due  to 
patient  privacy  issues,  and  therefore  patient  profiles,  which  might  otherwise  have  been  informative  in 
assessing  future  land  use  demand  for  medical  services  based  on  assumptions  about  changing 
demographics,  were  not  created.  Instead,  the  analysis  provides  an  estimate  by  way  of  simple 
extrapolation  of  present  trends  for  the  future  need  of  physical  facilities  based  on  the  anticipated  size  of 
population  and  employment  growth. 

IVIedical  Uses  and  Zoning  Designations  in  the  Planning  Code 

The  San  Francisco  Planning  Code  regulates  the  type  and  intensity  of  uses  for  all  land  in  the  city.  This  is 
done  through  a  set  of  land  use  regulations  commonly  referred  to  as  "zoning,"  detailing  requirements 
such  as  the  size  of  businesses,  buildings  heights,  open  space,  and  parking  requirements.  While  there  are 
dozens  of  individual  zoning  and  height  districts,  they  can  be  grouped  into  general  categories  based  on 
common  characteristics  and  purpose.  Such  a  summary  is  given  in  the  table  below: 


Exhibit  74.  Overview  of  zoning  districts 


Zoning  Districts 

Districts 
Symbols  / 
Classification 

General  Description  -  Purpose  and  General  Uses 

Residential 

RH,  RM,  RC, 
RTO  (all  e.g., 
RH-1,  RM-4, 
RTO-M,  etc.) 

All  residential  districts  including  single-family  homes,  apartments, 
residential-commercial,  and  residential-transit  areas  of  the  city. 
The  primary  function  and  uses  of  these  districts  are  residential  in 
nature  with  some  other  limited  uses,  often  through  a  Conditional 
Use  authorization  permit  depending  on  the  use  (e.g.,  schools, 
churches  medical  institutions,  and  in  some  cases,  limited 
commercial  on  the  ground  floor)  interspersed.  The  intent  of  such 
controls  is  to  preserve  housing  and  promote  balanced  and 
convenient  neighborhoods  with  appropriate  public  improvements 
and  services,  suitable  nonresidential  activities  that  are  compatible 
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Zoning  Districts 

i  Districts 
Symbols/ 
Classification 

General  Description  -  Purpose  and  General  Uses 

with  housing  and  meet  the  needs  of  residents,  and  other  amenities 
that  contribute  to  the  livability  of  residential  areas. 

Downtown 
Residential 

DTR  (all) 

Downtown  Residential  (DTR)  Districts  are  transit-oriented,  high- 
density  mixed-use  residential  neighborhoods  in  and  around 
downtown.  These  areas  are  generally  transitioning  from  a  variety 
of  commercial  and  industrial  to  residential  uses.  The  intent  of 
these  districts  is  to  enable  a  mix  of  activities,  with  an  emphasis  on 
encouraging  new  housing  within  walking  distance  or  a  short 
transit-ride  of  downtown,  supported  by  a  mix  of  retail  and 
neighborhood  services  to  meet  the  needs  of  residents  and  the 
larger  downtown  community. 

High-density  residential  uses,  including  residential  towers  in  select 
locations,  are  allowed  and  encouraged.  Given  the  districts' 
proximity  to  downtown,  a  range  of  commercial  uses  is  permitted 
on  the  lower  stories,  with  active  pedestrian-oriented  retail, 
service,  and  entertainment  uses  on  the  ground  floor.  Along  special 
streets,  pedestrian-oriented  uses  are  required  on  the  first  floor. 

Neighborhood 
Commercial 

NC  (all  e.g., 
NC-1,  NCD, 
NCT,  etc.) 

Neighborhood  Commercial  Districts  are  intended  to  serve  as  local 
neighborhood  shopping  districts,  providing  convenience  retail 
goods  and  services  for  the  immediately  surrounding 
neighborhoods,  primarily  during  daytime  hours. 

These  districts  are  characterized  by  their  location  in  residential 
neighborhoods,  often  in  outlying  areas  of  the  City.  The  commercial 
intensity  of  these  districts  varies.  Some  of  these  districts  consist  of 
small  clusters  of  commercial  establishments,  commonly  grouped 
around  a  corner.  In  some  cases,  they  are  linear  commercial  strips 
along  a  whole  segment  of  a  street. 

Commercial  use  provisions  encourage  the  full  range  of 
neighborhood-serving  convenience  retail  sales  and  services, 
usually  at  the  first  story,  and  often  limited  by  size,  depending  on 
the  district.  Commercial  uses  and  features  which  could  impact 
residential  livability  are  prohibited,  these  vary  by  district  and  may 
or  may  not  include  auto  uses,  general  advertising  signs,  drive-up 
facilities,  hotels,  and  late-night  activity.  Housing  development  in 
new  buildings  is  encouraged  above  the  ground  story  in  most 
districts. 

Mixed  Use  | 

All  (e.g.  CRNC, 

Mixed  Use  Districts  allow  for  the  greatest  variety  of  uses  and  are 
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Zoning  Districts 

1  Districts 
Symbols  / 
Classification 

General  Description  -  Purpose  and  General  Uses 

Districts  (All  - 
Chinatown, 
South  of  Market, 
and  Eastern 
Neighborhoods 
Mixed  Use 
Districts) 

UMU,  SLI, 
SSO,  MUG, 
i  etc.) 

the  most  diverse  In  their  purpose  compared  to  all  other  district 
types.  Some  are  more  residential  while  others  are  more  light- 
industrial  in  nature,  but  all  the  mixed  use  districts  allow  a  range  of 
uses  that  are  compatible  with  each  other  and  that  support  each 
district's  primary  function.  Most  allow  residential  and  commercial 
uses,  and  some  allow  certain  types  of  light-industrial  activity  and 
office. 

The  general  intent  of  these  districts  is  to  enable  a  mix  of  activities 
and  services  to  meet  the  needs  of  residents,  business,  and  the 
larger  San  Francisco  community. 

Commercial 

C  (all  e.g.,  C-2, 
C-3,  etc.) 

Commercial  districts  vary  in  their  function.  Generally  speaking, 
they  support  a  variety  of  commercial  uses  and  are  intended  for  the 
supplying  of  retail  goods  and  personal  services  at  convenient 
locations  to  meet  the  needs  of  nearby  residents  as  well  as  those  of 
the  city  and  larger  markets.  Therefore,  some  C  districts  focus  on 
regional,  national  and  international  market  areas  (such  as 
shopping  centers),  others  on  financial  and  office  commerce,  others 
on  entertainment  and  hotel  services,  and  others  on  cultural 
facilities  and  wholesale  commerce. 

Commercial  districts  are  centers  of  larger  commercial  activity  than 
the  more  local,  neighborhood-serving  commercial  districts  (NCs) 
that  serve  residential  areas. 

Industrial  and 
Production, 
Distribution  and 
Repair  (PDR) 

M  and  PDR 
(all  e.g.,  M-1, 
PDR-1,  etc.) 

The  emphasis  and  purpose  of  these  districts  is  on  the  allocation  of 
adequate  areas  in  proper  locations  for  businesses  and  industry  to  = 
serve  city,  regional,  and  national  needs  and  provide  San  Francisco 
with  a  sound  and  growing  economic  base.  Uses  include  light- 
industrial,  heavy  industrial,  as  well  as  production,  distribution  and 
repair  (PDR)  establishments. 

Other  (Mission 
Bay  and 

Redevelopment) 

All  (e.g.,  MB- 
RA,  HP-RA) 

'■■ 

These  districts  were  developed  when  these  areas  of  the  city 
(Mission  Bay  and  Hunter's  Point)  were  under  jurisdiction  of  the 
former  San  Francisco  Redevelopment  Agency.  These  districts  have 
their  own  comprehensive  zoning  categories.  In  general,  they  are 
mixed  use  in  character  with  their  own  residential,  commercial, 
industrial,  office,  and  other  districts. 

Source:  City  and  County  of  San  Francisco  Planning  Code 


As  the  table  above  suggests,  the  range  of  uses  allowed  in  any  one  district  varies,  as  does  the  specificity 
of  the  regulation  (i.e.,  in  some  districts,  a  retail  use  is  defined  generally,  while  in  others  retail  is  broken 
up  into  subcategories  such  as  cafes,  restaurants,  personal  services,  etc.).  As  such,  neighborhood 
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commercial  districts  known  for  their  fine  grain  and  diversity  of  uses  are  subject  to  the  most  detailed 
regulation,  varying  by  floor  level  and  distinguishing  among  the  largest  number  of  distinct  uses.  Zoning 
provisions  for  downtown  commercial  and  industrial  districts,  conversely,  are  more  general. 

The  Land  Use  Assessment  is  concerned  with  medical  uses,  the  land  use  category  under  which  hospitals, 
clinics,  most  medical  office  buildings,  and  many  health  care  services  fall.  This  land  use  category  is 
defined  through  §790.114,  §790.44,  §890.114,  §890.44,  §209.3(a),  §217(a)  and  §217(c)  of  the  Planning 
Code  with  varying  specificity  in  each  section  (there  is,  however,  some  overlap  of  how  medical  uses  are 
defined,  as  indicated  in  the  "Definitions"  section  above.  See  the  "Land  Use  Assessment  Supplement"  at 
the  end  of  this  assessment  for  exact  Code  definitions).  Where  medical  uses  are  allowed  in  the  city  also 
varies  by  zoning  district,  as  illustrated  in  the  exhibits  that  follow  which  show  where  clinics  and  hospitals 
are  allowed.  As  mentioned  previously,  for  most  districts,  there  is  a  distinction  between  smaller  clinics 
and  larger  institutions  such  as  hospitals,  the  latter  of  which  typically  require  more  extensive  design  and 
environmental  impacts  review  before  being  considered  for  approval,  due  to  their  larger  size. 

It  was  noted  earlier  how  the  Planning  Code  distinguishes  clinics  from  larger  institutions  such  as 
hospitals,  and  some  districts  allow  none,  one,  or  both  of  them.  Exhibit  75  shows  how  the  city's  23,450 
acres  are  distributed  among  areas  that,  respectively,  allow,  do  not  allow,  or  may  allow  (with  Conditional 
Use  Authorization^''^)  institutional  uses/hospitals  and  medical  services  such  as  clinics.  It  further  shows 
that  many  of  the  same  areas  that  allow  clinics  do  not  allow  hospitals. 

The  column  totals  of  Exhibit  75  below  show  acreage  where  clinics  may  be  allowed,  while  the  rows  break 
these  totals  down  by  whether  hospitals  are  allowed.  When  read  vertically,  for  example.  Exhibit  75  shows 
that,  of  the  9,680  acres  that  allow  clinics  "as  of  right"  "°  (bottom  of  "Permitted"  column),  only  on  180 
acres  can  hospitals  be  built  without  a  Conditional  Use  authorization.  Hospitals  are  not  allowed  on  9,440 
of  these  acres  but  can  be  built  with  a  Conditional  Use  authorization  on  70.  This  shows  that,  while  clinics 
are  permitted  in  many  zones  of  the  city,  these  same  zones  are  much  more  restrictive  toward  large 
institutional  uses.  Reading  Exhibit  75  horizontally,  for  example,  indicates  that  hospitals  are  allowed  with 
a  Conditional  Use  authorization  on  11,750  acres.  Large  institutions  are  the  most  restricted  type,  with 
11,390  acres  of  city  land  (about  78  percent  of  the  total  land  area)  being  off  limits  to  these  uses.  In  sum, 
hospitals  are  permitted,  either  with  a  Conditional  Use  or  as-of-right,  on  half  the  city's  land  area,  while 
clinics  can  be  opened  on  just  under  60  percent  of  the  city's  land  area. 


Exhibit  75.  Distribution  of  city  land  area  by  whether  clinics  and  hospitals  are  allowed,  respectively 
(2012) 


Acreage,  by  Whether  Clinics  Permitted 

Conditional 
Use 

Permitted 

Not  Permitted 

Total, 
Hospitals 

Acreage,  by 
Whether 
Hospitals 
Permitted 

Conditional  Use 

10,670 

70 

1,010 

11,750 

Not  Permitted 

40 

9,440 

1,920 

11,390 

Permitted 

20 

180 

110 

310 

Total,  Clinics 

10,730 

9,680 

3,040 

23,450 

Source:  Calculated  based  on  mapped  definitions  per  tlie  City  and  County  of  San  Francisco  Planning  Code,  2012 


Institutional  uses  tend  to  be  larger  buildings  that  often  require  one  or  more  city  blocks  of  space  and  may 
offer  very  specialized  medical  services  requiring  a  much  larger  (often  regional)  service  area  than  clinics. 
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Therefore,  limiting  the  areas  of  the  city  where  they  are  allowed  is  appropriate  for  the  larger  medical 
institutions  and  hospitals.  For  example,  large  hospital  campuses  with  taller,  multiple  buildings,  and  a 
large  footprint  may  be  appropriate  in  some  small-scale  residential  neighborhoods  but  not  in  others.  The 
Conditional  Use  process  allows  for  reviewing  their  appropriateness  in  such  areas  of  the  city.  A  potential 
hospital  site  should  meet  several  key  criteria:  geographic  location  (i.e.,  proximity  to  patients,  physicians 
and  staff),  suitable  size,  and  availability  for  acquisition.  There  is  no  defined  minimum  size  requirement 
for  a  hospital  site,  but  there  are  examples  of  urban  hospitals  on  small  sites  in  San  Francisco  and  other 
metropolitan  cities:  Moffitt/Long  Hospital  at  the  University  of  California,  San  Francisco  (UCSF)  Parnassus 
Heights  campus  houses  560  beds  on  approximately  three  acres,  and  the  Kaiser  Los  Angeles  Medical 
Center  houses  a  450-bed  hospital  and  medical  office  building  on  approximately  3.5  acres. 

The  focus  for  hospital  development  is  to  locate  a  site  that  is  sufficient  to  develop  a  new  hospital  that 
accommodates  its  entire  program  and  support  services.  The  minimum  lot  size  required  for  an  inpatient 
acute  care  hospital  varies,  depending  upon  the  location  of  the  lot.  In  areas  closer  to  San  Francisco's 
downtown  core,  less  acreage  is  necessary  because  a  taller  facility  can  be  built  there  than  would  be 
possible  in  primarily  residential  areas  located  farther  from  downtown.  Sufficient  site  size  is  also  related 
to  parking  demand.  Specifically,  the  ability  to  reduce  such  demand,  and  resulting  parking  space  area  and 
volume,  through  the  availability  of  mass  transit  and  use  of  transportation  demand  management  (TDM) 
programs  to  create  incentives  for  transit  use. 

Smaller  clinics,  conversely,  can  easily  blend  in  the  City's  many  neighborhoods  commercial  and  some 
residential  districts  and  provide  walk-in  service  often  within  walking  distance  to  the  surrounding  areas. 
With  regards  to  zoning,  even  if  the  distribution  is  somewhat  uneven  across  the  city  (see  Exhibit  76  and 
Exhibit  77)  hospital  uses  could  be  built  on  land  in  about  half  of  the  city  under  current  zoning.  Given  that 
San  Francisco  is  only  49  square  miles,  the  competing  demand  for  land  from  other  uses  (e.g.,  housing, 
commercial  uses)  that  must  be  accommodated  to  support  the  various  housing  and  economic  functions 
of  the  city,  and  the  types  of  lots  (large  size  and  intensity)  that  large  medical  institutions  require,  this  is 
likely  an  adequate  number  of  districts  to  accommodate  these  functions,  notwithstanding  the  challenges 
associated  with  siting  any  one  new  large  scale  project.  Future  revisions  of  the  HCSMP  could  include  a 
more  systematic  way  of  determining  whether  more  land  is  needed  for  medical  uses. 
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Exhibit  76.  Hospitals  permitted  (green=  permitted  "as-of  right",  blue  =  conditional  use) 
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Exhibit  77.  Clinics  permitted  (green  =  permitted  "as-of-right",  blue  =  conditional  use) 


Transit  Access  and  Land  Use  Regulations  of  Medical  Uses 

With  respect  to  transit  accessibility  and  land  use  regulations  of  medical  uses.  Exhibit  78  shows  how  each 
parcel  in  the  city  compares  to  others  in  terms  of  accessibility  to  health  care  jobs,  a  proxy  for  access  to 
health  care  providers.  Red  areas  are  those  which  offer  greatest  health  care  access,  meaning  that,  from 
those  locations,  a  large  number  of  health  care  professionals  can  be  reached  within  a  30-minute  bus 
ride."^ 

Diagonal  lines  in  Exhibit  78  mark  where  a  clinic  can  be  opened  as  of  right,  dots  where  clinics  are  not 
allowed,  and  the  remaining  areas  (areas  with  no  dots  or  lines)  show  where  a  conditional  use  permit  is 
needed  to  establish  a  clinic.  One  implication  of  this  map  is  that  future  changes  to  neighborhood 
commercial  zoning  regulations  could  consider  increasing  clinic  access  in  high  need  areas  that  currently 
require  a  conditional  use  permit  for  clinic  construction.  Another  implication  would  be  to  improve  transit 
and  medical  use  access  in  areas  (e.g.,  Bayview  and  other  southern  neighborhoods)  exhibiting  a  need  for 
both,  especially  when  such  areas  have  higher  restrictions  for  siting  medical  uses. 
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Exhibit  78.  Transit  access  to  health  care  services  with  health  care  clinic  zoning  overlay  (2011)* 


Overlay 

Cond.  Use 
;;!::;;;;;  Not  Permited 
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*  The  greater  the  access  number,  the  better  the  parcel's  accessibility  to  health  care  providers.  According  to  this  map,  red  areas 
are  those  which  offer  greatest  health  care  access,  meaning  that,  from  those  locations,  a  large  number  of  health  care 
professionals  can  be  reached  within  a  30-minute  bus  ride. 

Source:  Calculated  from  2011  Dun  &  Bradstreet  establishment-level  data  by  Fletcher  Foti,  UC  Berkeley  Department  of  City  & 
Regional  Planning. 


San  Francisco,  given  its  compact  geography  and  dense  transit  network,  is  characterized  by  easy  transit 
access  relative  to  most  areas  in  the  region.  However,  as  Exhibit  78  shows,  there  is  significant  variation 
within  the  city,  with  "central"  locations  characterized  by  easier  access  to  a  great  number  of  activities 
either  by  foot,  transit,  or  a  combination  of  both.  San  Francisco's  downtown  is  not  centrally  located 
geographically  speaking,  but  due  to  the  many  intersecting  transit  networks  there,  San  Francisco's 
downtown  area  is  one  of  the  most  accessible  locations  in  the  Bay  Area. 

Central  locations  are  additionally  thought  of  as  "central"  precisely  because  they  represent  the 
Intersection  of  many  transportation  networks.  A  person  at  an  address  next  to  a  transit  station  or  high 
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frequency  bus  line,  for  example,  will  be  able  to  reach  a  much  larger  number  of  areas  and  activities 
within  a  given  time  span  relative  to  a  person  located  far  from  the  transit  network.  While  it  makes  sense 
to  encourage  medical  uses  in  central  locations,  it  is  also  important  for  transit  access  to  be  improved  and 
expanded  to  areas  of  the  city  where  residents  rely  most  on  public  transit  (i.e.,  primarily  low-income 
neighborhoods). 


Supply  of  Medical  Uses 


There  are,  as  of  2010, 40  registered  clinics  in  San  Francisco  and  11  hospitals  operated  by  seven 
organizations,  including  California  Pacific  Medical  Center,  Chinese  Hospital,  Dignity  Health,  Jewish 
Home,  Kaiser,  SFDPH,  and  the  University  of  California,  San  Francisco.  Further,  health  care  is  offered 
through  thousands  of  private  doctors'  offices  located  throughout  the  city. 

Health  Clinics 

Health  services  in  San  Francisco  are  offered  in  a  range  of  facility  types  scattered  throughout  the  city. 
While  many  clinicians  operate  out  of  small  private  offices  (see  below),  there  are  also  a  number  of 
primary  care  health  centers  ranging  from  hospital-based  to  stand-alone  clinics  offering  services  in  and  to 
the  community,  often  with  the  cultural  and  linguistic  capacity  to  serve  San  Francisco's  diverse 
population.  These  facilities  are  critical  to  the  city  in  that  they  are  often  more  accessible  to  those  who  are 
under-  or  uninsured  or  face  other  barriers  to  health  care  access.  While  not  all  city  neighborhoods  have 
such  clinics,  some  serve  much  larger  areas  than  their  immediate  vicinity  and,  because  they  are 
neighborhood  based  address  some  of  the  transportation  problems  often  cited  as  a  barrier  to  care. 

Private  Doctors'  Offices 

According  to  the  Medical  Board  of  California,  there  were  5,761  licensed  physicians  and  surgeons  in  San 
Francisco  in  Fiscal  Year  2008-2009."^  Per  the  2011  Dun  &  Bradstreet  release  of  establishment-level  data 
classified  according  to  the  North  American  Industry  Classification  System  (NAICS),  there  are  5,137 
ambulatory  health  care  establishments  (NAICS  code  621)  in  San  Francisco,  primarily  offering 
appointment-based  health  services  in  connection  with  a  health  care  plan  (as  shown  in  the  exhibit 
below).  The  employment  count  in  the  following  exhibit  includes  administrative  personnel;  accordingly,  it 
is  much  higher  than  the  5,761  figure  obtained  from  the  Medical  Board.  These  private  doctors'  offices, 
mostly  located  in  smaller  buildings  throughout  the  city,  provide  a  substantial  amount  of  the  city's 
medical  services. 
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Exhibit  79.  Medical  services  and  employment  by  facility  purpose  (2011) 


Establishment  Type 

Establishments 

Employees 

Offices  of  Physicians  (except  Mental  Health  Specialists) 

3,854 

19,170 

All  Other  Miscellaneous  Ambulatory  Health  Care  Services 

588 

1,740 

Offices  of  All  Other  Miscellaneous  Health  Practitioners 

294 

580 

Offices  of  Physicians,  Mental  Health  Specialists 

234 

1,182 

Offices  of  Podiatrists 

61 

238 

Medical  Laboratories 

45 

302 

All  Other  Outpatient  Care  Centers 

45 

816 

Diagnostic  Imaging  Centers 

7 

29 

Blood  and  Organ  Banks 

5 

139 

HMO  Medical  Centers 

4 

47 

Total 

5,137 

24,243 

Source:  Dun  &  Brad  street,  2011 


Hospitals  and  Geographic  Coverage 

As  discussed  previously,  there  are  11  licensed  acute  care  hospitals  in  San  Francisco,  offering  emergency, 
acute  care,  and  non-emergency  services  In  13  different  geographic  locations  primarily  concentrated  in 
the  city's  northeast  quadrant,  which  are  also  the  city/county's  most  densely  populated  areas. 

Most  observers  agree  that  geographic  distance  should  not  be  a  major  hindrance  to  obtaining  medical 
services  or  that  there  should  be  more  geographically  dispersed  services  throughout  a  city.  However, 
there  is  a  trade-off  between  health  care  specialization  and  dispersion  of  services  throughout  the  entire 
city.  For  instance,  developing  a  medical  specialty  entails  a  long-term  investment  and  intensive  training  of 
medical  staff  in  the  subfield.  Obstetric  services  related  to  high-risk  pregnancies  can  be  best  handled  in  a 
facility  where  such  expertise  can  be  developed  over  time,  rather  than  at  every  facility  in  the  city.  Thus, 
specialization  goes  hand  in  hand  with  geographic  concentration  of  medical  services.^" 

Beyond  this  specialization-based  geography,  each  facility  will  have  varying  service  areas  based  on  factors 
such  as  facility  size,  specialties  offered  and  hours  of  operation.  In  other  words,  getting  good  services 
may  mean  traveling  to  a  facility  that  can  meet  one's  specific  needs,  and  that  may  mean  crossing 
neighborhood  boundaries,  just  as  San  Francisco  hospitals  receive  patients  from  an  area  much  larger 
than  San  Francisco  for  specialty  care.  The  most  specialized  services,  including  many  provided  at  the 
various  hospitals,  require  a  much  larger  service  area  than  do  neighborhood  clinics  or  individual  doctor's 
offices  to  function.  Hospitals  are  thus  by  their  nature  much  more  concentrated  than  clinics  (clinics,  being 
smaller,  are  easier  to  locate  throughout  the  city). 

Therefore,  the  presence  or  absence  of  health  care  facilities  in  a  particular  neighborhood  is  not 
necessarily  a  strong  indicator  of  the  level  of  service  experienced  by  area  residents.  The  size  of  the 
neighborhood,  the  service  area  of  the  nearest  facilities,  provision  of  specialized  services,  and  other 
factors  beyond  the  size  and  density  of  neighborhoods  influences  the  supply  and  location  of  facilities  and 
services. 
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Clinic  Size  and  Geographic  Coverage 

Data  from  the  Office  of  Statewide  Health  Planning  and  Development  (OSHPD)  do  not  contain 
information  on  the  physical  size  of  health  care  facilities  but  is  instead  focused  on  the  services  offered. 
For  land  use  purposes,  an  effort  was  made  to  match  each  OSHPD  health  care  facility  record  by  address 
with  information  on  establishment  size  from  other  data  sources^^"*;  however,  the  derived  square  footage 
in  the  case  of  mixed  use  buildings  often  includes  residential  square  footage  making  it  difficult  to 
determine  the  floor  area  devoted  solely  to  clinical  functions.  With  this  caveat,  most  clinics  in  the  city  are 
relatively  small,  averaging  about  2,000  square  feet  in  size.  These  clinics,  in  turn,  staff  a  median  of  3.35 
full-time  equivalent  (FTE)  medical  personnel,  and  treat  a  median  of  7,300  patients  per  year.^^^ 

While  some  San  Francisco  neighborhoods  are  home  to  multiple  community  clinics,  some  neighborhoods 
have  none  at  all.  Recognizing  that  service  areas  vary  for  clinics,  to  get  an  "all-other-things-equal"-sense 
of  geographical  coverage  of  clinics,  the  map  in  Exhibit  80  shows  each  clinic  bounded  by  a  geographic 
area,  defined  as  points  closer  to  that  particular  clinic  than  to  any  other  clinic,"^  and  the  population  living 
in  each  of  these  service  areas.  This  map  does  not  show  where  people  actually  go  for  medical  services,  as 
this  information  was  not  available;  it  merely  divides  the  city's  geography  into  areas  around  each  clinic 
and  shows  the  population  of  these  "service  areas."  This  offers  a  perspective  on  where  the  clinic  density, 
relative  to  resident  population,  is  smaller,  which  is  in  more  outlying,  lower  density  areas  of  the  city. 
Moreover,  the  low-income  areas  of  the  city  that  show  a  large  population  per  clinic  include  the  Bayview, 
portions  of  Ocean  View,  Lakeshore,  the  Outer  Mission  and  Excelsior  neighborhoods,  primarily  the 
southernmost  sections  of  San  Francisco.  Conversely,  low  income  areas  around  the  Tenderloin/Civic 
Center  have  a  higher  geographic  clinic  density.  See  Exhibit  81and  Exhibit  82  for  the  low-income 
neighborhoods  in  the  city  compared  to  the  population  density  per  clinic  in  Exhibit  80. 
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Exhibit  80.  Thiessen  service  area  (2010).  Population  Density  per  Clinic.  Darker  regions  indicate  a  larger 
population  to  be  served  per  clinic,  excluding  hospitals  and  private  medical  practices 


Exhibit  81.  IVIedian  household  income  by  neighborhood,  2005-2009 


Median  Household  Income  in  SF,  by  CensusTract 
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Exhibit  82.  Median  household  income  and  per  capita  income  for  poorest  San  Francisco 
neighborhoods,  2005-2009 


Neighborhoo 

Per  capita  income 
(2005-2009) 

SF  median) 

Ocean  View 

$67,487 

$25,343 

Excelsior 

$67,405 

$23,562 

Mission 

$63,623 

$37,667 

Lakeshore 

$62,917 

$32,513 

Western  Addition 

$53,990 

$47,111 

Nob  Hill 

$53,283 

$46,485 

Visitacion  Valley 

$44,373 

$17,651 
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Bayview  $43,151  $19,484 

Downtown/Civic  Center  $24,491  $26,003 

Chinatown  $17,630  $18,573 

Source:  Sustainable  Communities  Index,  2005-2009 

Beyond  the  geographic  distribution  of  clinics,  the  presence  of  medical  service  shortage  in  San  Francisco 
is  also  reflected  in  the  definition  of  health  professional  shortage  areas  (HPSA).  HPSAs  are  designated  by 
the  US  Health  Resources  and  Services  Administration  (HRSA)  as  having  shortages  of  primary  care,  dental, 
and  mental  health  providers  and  may  be  geographic  (a  county  or  service  area),  demographic  (low- 
income  population)  or  institutional  (comprehensive  health  center,  federally  qualified  health  center  or 
other  public  facility).  The  following  San  Francisco  facilities  or  facility  organizations  have  been  designated 
as  HPSAs: 


•  South  of  Market  Health  Center 

•  Mission  Neighborhood  Health  Center 

•  Northeast  Medical  Services 

•  San  Francisco  Community  Clinic  Consortium 

•  Friendship  House  Association  of  American  Indians 


It  is  worth  noting  that  while  the  above-noted  clinics  do  serve  or  are  located  in  low-income  areas,  they 
are  not  located  in  any  of  the  outlying  low-income  San  Francisco  neighborhoods  identified  in  Exhibit  80 
as  having  larger  populations  per  clinic.  For  example,  the  southern  portion  of  San  Francisco  between  the 
Bayview  and  Lakeshore  neighborhoods  are  the  areas  of  the  city  for  which  additional  analysis  may  be 
necessary  to  better  understand  what  kinds  of  healthcare  facilities  may  be  needed  and  should  be 
encouraged  to  locate  in  those  areas.  (Please  note  that  there  are  new  and  expanded  services/facilities 
planned  for  the  Bayview).  Also,  issues  related  to  access  to  health  care  services,  aside  from  the  supply  of 
physical  facilities,  are  covered  in  more  detail  in  other  sections  of  the  HCSMP. 


Current  and  Planned  Health  Care  Facility  Square  Footage 


Per  the  2010  Census,  there  were  805,235  residents  living  in  San  Francisco.  Currently,  more  than  10 
million  square  feet  of  clinic  and  hospital  space  is  being  used  to  serve  these  residents  -  as  well  as 
residents  of  surrounding  communities  coming  to  San  Francisco  for  medical  treatment.  This  does  not 
include  the  additional  space  occupied  by  the  more  than  5,000  medical  practices  around  the  city 
identified  in  Exhibit  79,  occupying  approximately  15  million  square  feet  of  space  in  the  city  and 
employing  approximately  23,000  people.  Thus,  a  total  of  approximately  25  million  square  feet  of  space 
is  used  for  medical  purposes  (10.4  percent),  out  of  the  total  universe  of  240  million  square  feet  of  non- 
residential uses  in  the  city. 

In  addition,  there  are  several  new  health  care  facilities  and  expansions  of  existing  healthcare  facilities  in 
the  development  pipeline.  This  is  equivalent  to  approximately  2.7  million  square  feet  of  additional 
proposed  medical  space  permitted  or  awaiting  final  permits  to  begin  construction.  When  these  projects 
are  completed  there  will  be  a  total  of  approximately  27.7  million  square  feet  of  medical  uses  in  the  city. 
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Exhibit  83.  IVIajor  medical  use  (institution)  projects  in  the  development  pipeline  (2012) 


Facility 

Description 

UCSF  Mission  Bay  Hospital 

•    A  289-bed  hospital  for  children,  women  and  cancer  patients  due  to 
open  in  2015  totaling  878,000  square  feet. 

CPMC  Cathedral  Hill 
Hospital  and  Expansion 

•    CPMC  is  going  through  a  reorganization  of  several  of  its  campuses 
around  thp  ritv  including  a  12-stor\/  730  888  sauare  foot  274-304 
bed  acute  care  hospital  and  a  nine  story  242,987  square  foot 
medical  office  building  at  Cathedral  Hill;  a  120-bed  seismic  and 
smaller  rebuild  of  St.  Luke's  Hospital  of  214,061  square  feet;  and  a 
new  46,006  gross  square  feet  Neuroscience  Institute  medical  clinic 
and  office  building  at  the  Davies  Campus. 

Chinese  Hospital 

\ 

•  Construction  of  a  54-bed,  acute-care,  101,545  gross  square  feet 
building. 

•  Replacement  hospital  building  includes  a  new  22-bed  skilled 
nursing  facility  on  the  footprint  of  the  demolished  buildings  on  the 
eastern  portion  of  the  project  site  (approximately  11,526  square- 
foot  area). 

Kaiser  Medical  Office 
Building 

•    New  medical  office  project  at  1600  Owens  consisting  of  264,000 
square  feet  of  floor  area. 

SF  General  Hospital 

•    Part  of  SF  General  Upgrade  is  a  374,000  square  feet  research 
facility. 

Source:  City  and  County  of  San  Francisco  Planning  Department  land  use  database 


Demand  and  Need  for  Medical  Uses 


Overview 

For  the  purposes  of  the  HCSMP,  the  demand  analysis  in  this  section  of  the  Land  Use  Assessment  focuses 
on  expected  additional  land  use  demand  for  medical  services/uses  in  the  city  given  the  projected 
employment  growth  in  the  medical  services  sector  and  overall  population  growth  in  the  city. 

As  an  indication  of  current  citywide  demand,  San  Francisco's  clinics  recorded  984,000  encounters"^ 
representing  141,000  unduplicated  patients  in  2010.  The  area  in  which  clinics  experienced  the  highest 
number  of  patient  encounters  was  North  Beach  (including  Chinatown),  followed  by  Downtown/Civic 
Center,  and  the  Mission.  These  three  neighborhoods  are  areas  with  a  substantial  proportion  of  low- 
income  residents  (see  Exhibit  81),  particularly  Chinatown  and  Civic  Center,  in  San  Francisco.  These  top 
three  areas  account  for  more  than  50  percent  of  all  patient  encounters  in  San  Francisco.  Exhibit  84  also 
demonstrates  that  the  number  of  patient  encounters  in  a  given  neighborhood  is  only  marginally  related 
to  the  actual  population  of  the  neighborhood.  In  the  case  of  North  Beach,  there  were  18  patient 
encounters  per  resident,  while  in  the  Inner  Richmond,  where  the  population  is  more  than  two  times  that 
of  North  Beach,  the  corresponding  figure  is  substantially  lower  at  0.20  encounters  per  resident, 
representing  a  difference  of  almost  two  orders  of  magnitude.  While  this  says  as  much  about  the 
arbitrary  task  of  drawing  neighborhood  boundaries  as  it  does  about  local  demand,  it  does  show  that 
clinics  likely  serve  a  much  larger  catchment  area  than  their  immediate  environs,  as  noted  in  the 
overview. 
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Exhibit  84.  Clinic  patient  encounters  by  neighborhood  (2010) 


Number  of  Patient 

Population  in 

Clinic  Location 

Encounters 

2010 

North  Beach  (includes 

Chinatown) 

Downtown/Civic  Center 

230,581 
151,568 

14,863 
44,237 

Mission 

Outer  Richmond 

117,213 
116,638 

57,298 
34,768 
23,391 

Bernal  Heights 
Excelsior 
Outer  Sunset 

84,908 
59,948 

37,962 
45,667 

South  of  Market 
Western  Addition 

42,834 
38,327 

31,368 

Outer  Mission 
Russian  Hill 

33,012 
22,463 

42,917 
29,038 

Glen  Park 

20,830 
19,400 

12,315  ^ 
7,788 

Haight  Ashbury 
Presidio  Heights 

17,528 
12,855 

21,799 
9,853 

Visitacion  Valley 

9,041 

21,126 

Inner  Richmond 

6,966 

39,689 

Grand  Total 

984,112 

474,079 

Source:  Patient  encounter  data  from  OSHPD     and  population  data  from  Census  2010,  block-level  data. 
Medical  Use  Demand  Outlook 

To  get  a  sense  of  future  demand  for  space  for  medical  uses,  this  Land  Use  Assessment  employs  two 
methodologies  to  estimate  the  square  footage  that  would  be  needed 
in  the  future  to  maintain  the  current  ratios  of  medical  use  floor  space 
per  San  Francisco  resident.  While  helpful  in  estimating  potential  need, 
it  should  be  noted  that  there  are  limitations  to  the  use  of  these 
figures.  First,  it  is  not  clear  that  maintaining  the  current  ratio  is 
advisable  or  required.  Innovations  in  patient  care,  treatment,  and 
technology  into  the  future  may  significantly  impact  the  need  for  how 
patients  access  care,  in  what  settings,  and  how  often.  Additionally, 
these  projections  do  not  adjust  for  the  changing  demographics  within 
the  City  and  the  differences  in  their  utilization  of  health  care  services. 


The  Association  of  Bay  Area  Governments  (ABAG)  projects  that,  by  2035,  there  will  be  38,000  additional 
jobs  in  the  medical  and  educational  services  industry  in  San  Francisco.  A  few  steps  are  required  to  parse 
the  need  for  medical  uses  floor  area  to  accommodate  this  employment  growth. 

•  First,  how  many  jobs  in  the  medical  and  educational  services  industries  category  are  just  medical 
and  not  educational  jobs?  Per  a  cross-classified  Dun  &  Bradstreet  dataset  from  2006,  about  48 
percent  of  jobs  in  the  medical  and  educational  services  industry  were  medical  jobs  for  that  year. 

•  Second,  how  many  jobs  in  the  medical  industry  might  be  related  specifically  to  the  provision  of 
clinical  care?  The  medical  industry  includes  people  employed  in  medical  services  such  as  doctors  and 


3.5  million  -  4.2  million 

Projected  number  of  medical 
use  facility  square  feet 
needed  to  meet  patient  and 
staffing  demands  by  2035. 
Much  of  this  need  (2.7 
million)  is  likely  to  be  met  via 
existing  plans  for  medical  use 
development. 
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nurses  but  also  support  staff,  including  secretaries,  truck  drivers,  and  cleaners.  We  are  interested 
more  in  the  former  than  the  latter  group  for  the  purposes  of  deriving  actual  medical  uses  in  the  city. 
Per  data  from  the  American  Community  Survey  (2010)  about  54  percent  of  those  employed  in 
ambulatory  health  care  services,  hospitals,  and  nursing  and  residential  care  facilities  function  in 
actual  patient  care  positions  (as  opposed  to  administrative  support  functions,  such  as  catering, 
architectural  services,  etc.). 

Based  on  these  pieces  of  information,  about  9,900  of  the  38,000  additional  jobs  would  be  actual  patient 
care  jobs. Further,  using  an  employment  density  of  350  square  feet  per  job,  all  other  things  equal^^° 
corresponds  to  a  need  for  an  additional  3.5  million  square  feet  of  medical  use  space  in  the  city  by  2035. 
For  comparison,  the  new  UCSF  Mission  Bay  hospital  is  planned  to  be  a  total  of  900,000  square  feet, 
while  California  Pacific  Medical  Center  across  all  campuses  is  planning  to  expand  by  1.1  million  square 
feet;  these  two  medical  institutions  together  account  for  a  substantial  part  (2.0  million)  of  the  3.5  million 
square  figure  of  future  additional  medical  space  required.  The  remaining  portion  of  estimated  medical 
space  required  (less  than  one  1  million  adding  the  other  major  projects  in  the  development  pipeline 
from  Exhibit  83),  in  the  context  of  all  of  the  neighborhood  commercial  and  other  districts  that  allow 
medical  uses,  and  in  context  of  current  space  used  for  medical  uses  (around  25  million  square  feet),  is 
fairly  small. 

As  an  alternative  measure  of  future  need  for  additional  medical  services  space,  we  can  scale  the 
approximately  25  million  square  feet  of  space  currently  used  for  medical  purposes  up  to  the  future 
citywide  population  in  2035  (projected  to  grow  to  940,000  residents^"),  keeping  the  proportion 
constant.  Based  on  this  method,  about  4.2  million  square  feet  of  additional  space  would  be  needed  by 
2035,  This  extrapolated  figure  of  future  needed  additional  medical  services  space  is  about  700,000 
square  feet  larger  than  the  one  obtained  from  the  ABAG  projections-employment  density  method 
above.  This  suggests  that  the  employment  projections  are  slightly  less  focused  on  medical  services  than 
would  be  warranted  by  the  simple  extrapolation  method— that  ABAG  projects  more  jobs  in  sectors 
other  than  medical  services,  thus  changing  future  overall  shares.  It  also  reinforces  the  above  point  that 
the  estimated  need  for  future  additional  medical  services  space  by  2035  (between  3.5  to  4.2  million 
square  feet,  with  certain  planned  future  expansions  covered  in  Exhibit  83,  accounting  for  about  2.7 
million  square  feet  of  that  need)  is  not  a  substantial  amount  of  space  in  the  context  of  the  existing  25 
million  square  feet  of  medical  uses. 

To  further  illustrate  that  the  amount  of  assumed  future  need  is  not  a  "substantial"  figure,  a  rough 
representation  of  what  the  remaining  (0.8-1.5  million  square  feet)  figure  could  mean  in  terms  of  actual 
buildings  (vs.  square  footage)  can  be  given.  Assuming  project  sizes  of  5,000  to  10,000  square  feet  per 
project  (the  threshold  sizes  of  the  HCSMP  ordinance  for  new  additions  and  expansions  of  medical 
facilities)  the  additional  space  could  represent  anywhere  from  200-500  new  medical  use  spaces  (clinics, 
private  offices,  etc.).  These  would  likely  be  distributed  throughout  the  entire  city's  23,000  acres  (1  billion 
square  feet)  or  more  accurately,  in  the  19,000  acres  of  the  city  (83  million  square  feet)  where  hospitals 
and  clinics  are  currently  permitted.  Even  if  we  assume  the  citywide  need  for  future  additional  medical 
services  space  would  be  fulfilled  by  small  medical  services  establishments  and  that  it  would  entail 
development  of  200-500  small  new  medical  establishments,  either  through  new  construction  or  new 
leases  signed  in  existing  commercial  buildings,  this  additional  development  would  be  relatively  small  in 
the  context  of  the  existing  medical  spaces  (25  million  square  feet )  in  the  city  where  these  uses  are 
permitted  and  the  overall  citywide  building  stock  of  non-residential  uses  (240  million  square  feet ). 
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From  a  different  angle,  while  San  Francisco's  ratio  of  hospital  beds  per  resident  (3.0  licensed  and 
available  general  acute  care  hospital  beds  per  1,000  residents)  is  higher  than  the  state's  ratio  of  1.9 
licensed  and  available  general  acute  care  beds  per  1,000  residents,  maintaining  a  similar  hospital  beds 
per  resident  ratio  in  the  city  in  the  future  based  on  the  2035  population  projections  would  require  that 
San  Francisco  add  around  400  hospital  beds.  The  planned  hospital  expansions  and  additions  in  the 
development  pipeline  would  add  close  to  700  hospital  beds,  more  than  the  400  needed  to  maintain  the 
current  ratio.  Since  there  are  existing  plans  for  new  (non-hospital)  and  renovated  facilities  in  the 
Bayview  (such  as  the  Southeast  Health  Center  and  the  Child  Advocacy  Center  and  Center  for  Youth 
Wellness),  one  of  the  neighborhoods  identified  as  needing  more  medical  services  infrastructure,  this 
Land  Use  Assessment  and  the  other  HCSMP  assessments  together  reveal  that  focusing  on  other  aspects 
of  medical  service  access  is  more  critical  in  San  Francisco  than  providing  or  incentivizing  additional 
physical  infrastructure.  These  aspects  may  include  focusing  on  the  need  for  specialized  linguistic  and 
culturally  appropriate  medical  services  and  certain  key  services,  such  as  primary  care,  that  can  be 
accommodated  in  smaller  clinics  or  existing  locations  or  ensuring  that  providers  accept  Medi-Cal 
recipients  and  the  uninsured.  However,  additional  physical  infrastructure  and  services  may  be  needed 
in  other  low-income  neighborhoods  in  the  southern  section  of  San  Francisco  as  discussed  earlier. 


Potential  for  Land  Use  Burdens  and  Displacement  of  Neighborhood  Services 


As  a  result  of  its  nature  and  relation  with  the  surrounding  community,  certain  land  uses  could 
potentially  have  an  adverse  effect  on  the  neighborhood.  There  are  many  different  types  of  potential 
adverse  effects  that  could  result  from  the  interaction  of  a  land  use  with  its  surrounding  neighborhood. 
For  instance,  a  new  ballpark  will  generate  a  substantial  amount  of  traffic  on  game  nights;  a  university 
will  be  the  target  of  trips  throughout  the  day,  while  a  new  housing  project  may  reduce  open  space  but 
provide  housing.  Traffic  and  other  physical  environmental  impacts  of  a  particular  project  or  proposed 
new  land  use  are  studied  as  part  of  the  environmental  review  process.  Therefore,  the  environmental 
review  document  accompanying  the  HCSMP  will  include  a  more  thorough  assessment  of  traffic  and 
other  physical  environmental  impacts  of  the  proposed  HCSMP  on  the  physical  environment.  This  Land 
Use  Assessment  section  will  focus  on  a  more  general  discussion  of  potential  effects  of  a  medical  use 
project  on  the  character  of  an  area  depending  on  the  area's  zoning  classification. 

Generally,  the  potential  adverse  effects  of  medical  uses  in  certain  areas  of  the  city  will  depend  on  the 
exact  site  location  (e.g.,  on  an  empty  lot  near  transit  vs.  in  a  very  built-out  area  with  small  streets  and  no 
transit  service)  and  size  of  the  use  proposed.  Institutional  uses  -  hospitals  and/or  medical  centers  - 
because  of  their  larger  footprint  have  greater  potential  adverse  effects  on  a  given  neighborhood, 
depending  on  the  interaction  of  such  proposed  medical  uses  with  other  surrounding  uses.  In  the  case  of 
retail,  office,  and  neighborhood  clinic  types  of  medical  uses,  which  tend  to  be  smaller  development 
projects,  the  potential  impact  will  depend  on  the  size  of  the  use.  Exhibit  85  below  identifies  generalized 
potential  land  use  effects  of  medical  use  projects  by  zoning  district  classification. 
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Exhibit  85.  General  assessment  of  land  use  effects  of  medical  uses  by  zoning  district 


Zoning  Districts  / 
Classification 

j  Medical  Institutional  Uses  (Code 
I  sections  790.44,  890.44,  209.3  (a), 
217(a)  and  217(c) 

Medical  Office/Clinic/Retail  uses  (Code 
sections  790.114,  890.114  and  217(c)  as 
applicable  ("not  a  part  of  a  medical 
institution.") 

Residential 
districts  (R  -  all) 

'  Due  to  their  primarily  residential 
;  character,  institutional  uses  could 
have  the  greatest  impact  if  located  in 
these  districts,  depending  on  location 
and  site,  especially  in  the  lower- 
density  R  zones. 

These  districts  comprise  45  percent  of 
the  city  and  allow  these  types  of  uses 
through  a  Conditional  Use  (CD) 
Authorization  only,  which  allows  for 
review  to  determine  if  they  are 
appropriate  in  a  location  zoned 
residential. 

As  with  larger  institutional  uses,  medical 
clinics  and  medical  office  uses  might  also 
be  allowed  in  some  of  these  areas  with  a 
CU,  which  allows  for  reviewing  if  they 
are  appropriate  in  a  given  location. 

Given  the  primarily  residential  character 
and  purpose  of  these  districts,  these 
uses  may  or  may  not  have  adverse 
effects  if  located  in  these  areas.  The 
extent  of  any  potential  effects  will 
depend  on  exact  location,  site,  and  size 
of  the  use.  These  uses  often  meet  key 
neighborhood  needs. 

 — -™™—  ■■  

Downtown 
Residential  (DTR  - 
all) 

Given  their  intended  function  as 
primarily  residential  mixed-use,  these 
districts  only  allow  institutional  uses 
with  a  CU,  which  enables  assessing 
thpir  annronriatpnp";*;  and  imnart  on  a 
case-by-case  basis. 

These  districts  allow  medical  office  and 
medical  clinics  as  principally  permitted 
uses. 

Givpn  thp  tallpr  huildinp*;  and  miypd-ii'sP 
character  of  these  areas,  the  effects  of 
these  types  of  medical  uses  in  these 
areas  may  not  be  significant  depending 
on  project  location  and  scope. 

Neighborhood 
Commercial  (NC  - 
all) 

These  areas  comprise  approximately 
4  percent  of  the  city,  and  only  three 
of  a  total  35  NC  districts  allow  these 
institutions  through  a  CU,  which 
allows  for  review  of  their 
appropriateness.  The  remaining  NC 
districts  do  not  allow  these  uses,  thus 
protecting  the  rest  of  the  NCs  through 
exclusion  of  these  larger  uses. 

The  primarily  neighborhood- 
commercial  and  character  of  the  NC 
districts  would  be  considered  if  a 
project  is  proposed  in  these  areas, 
when  determining  potentially 
significant  impacts  where  these  uses  ■ 
area  allowed  through  a  CU. 

32  of  the  total  NC  districts  allow  these 
uses  as-of-right,  three  require  a  CU  and 
they  are  not  permitted  in  one  NC 
district.  The  NC  districts  that  require  a 
CU  are  those  where  it  has  been  deemed 
that  a  higher  level  of  review,  given  the 
scale  and  type  of  district,  is  needed  to 
determine  if  the  use  is  appropriate  in 
this  area. 

Given  the  mixed  and  largely 
neighborhood  commercial  nature  of 
these  districts,  medical  office,  retail,  and 
clinics  are  often  appropriate  in  these 
districts  and  may  or  may  not  have 
significant  effects  depending  on  the  size,  i 
location,  and  site.  Whether  the  use  is  a  j 
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Zoning  Districts  / 
Classification 

1  Medical  Institutional  Uses  (Code 
sections  790.44,  890.44,  209.3  (a), 
217(a)  and  217(c) 

Medical  Office/Clinic/Retail  uses  (Code 
sections  790.114,  890.114  and  217(c)  as 
applicable  ("not  a  part  of  a  medical 
institution.  ) 

needed  neighborhood  service  should  be 
considered  when  assessing  impacts. 

Mixed  Use 
districts  (all) 

Institutional  uses  are  largely  restricted 
in  the  Mixed  Use  districts  with  the 
exception  of  two  districts  each  in  both 
the  SOMA  and  Eastern 
Neighborhoods'  mixed  use  districts 
(SSOand  MUO^")  where  it  Is 
principally  permitted.  Institutional 
uses  are  also  permitted  in  one  of 
Chinatown's  mixed  use  districts 
(CRNC^")  through  a  CU. 

Given  the  primary  function  as  either 
residential-commercial  or  light- 
industrial  mixed  use  districts  of  the 
districts  that  prohibit  large 
institutional  medical  uses,  this 
restriction  protects  them  from 
potential  adverse  effects. 

Clinic-type  uses  are  largely  not 
permitted  in  the  Mixed  Use  districts  with 
the  exception  of  the  three  Chinatown 
districts  and  two  (MUG^^^  and  MUO)  in 
the  Eastern  Neighborhood  Mixed  Use 
districts  where  they  are  allowed  on  the 
ground  floor  only.  This  prohibition 
protects  most  of  the  Mixed  Use  districts 
from  the  effects  of  locating  medical 
office/clinics. 

Commercial  (C  - 
all) 

These  areas  comprise  approximately  3 
percent  of  the  city  and  may  allow 
these  institutional  uses  only  through  a 
CU  process,  which  allows  for  review  of 
their  appropriateness  on  a  case-by- 
case  basis. 

Due  to  their  primary  commercial 
function,  these  areas  may  or  may  not 
see  a  significant  impact  from  the 
location  of  institutional  uses 
depending  on  the  size  and  scale  of  the 
project  and  the  needs  of  the  district 
and  surrounding  areas. 

Clinics  are  principally  permitted  in  all  of 
these  districts  and  seem  appropriate  in 
these  areas  due  to  their  mixed-use 
character. 

Industrial  and 
Production,  ! 
Distribution  and 
Repair  (iVI  and 
PDR-ali) 

With  the  exception  of  M-1,  which  is 
light-industrial,  these  areas  do  not 
permit  the  location  of  these  types  of 
institutional  uses.  This  serves  to 
protect  the  industrial  functions  of  the  ; 
city.  Therefore  the  Code  controls  are  > 

These  areas  allow  clinics  as  a  principal 
use  if  they  are  below  a  certain  size 
(5,000  square  feet  for  all  districts  except 
for  PDR-l-G^"  which  allows  them  as-of- 
right  below  7,500  square  feet).  Further, 
these  areas  may  allow  larger  clinics  with 
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Zoning  Districts  / 
Classification 

Medical  Institutional  Uses  (Code 
sections  790.44,  890.44,  209.3  (a), 
217(a)  and  217(c) 

Medical  Office/Clinic/Retail  uses  (Code 
sections  790.114,  890.114  and  217(c)  as 
applicable  ("not  a  part  of  a  medical 
institution.") 

already  sufficient  to  prevent  the 
impact  of  these  uses  in  these  areas. 

In  the  M-1  districts  proposals  for  these 
uses  would  be  reviewed  on  a  case-by- 
case  basis  through  a  CU,  allowing  for 
review  of  the  impact  of  any  proposed 
project. 

a  CU,  with  the  exception  of  PDR-l-G, 
which  does  not  allow  them  above  7,500 
square  feet. 

Therefore,  given  the  largely  industrial, 
production  and  light  industrial  function 
of  these  areas,  a  CU  would  help 
determine  if  they  are  appropriate  above 
the  threshold  given  the  needs  and  uses 
of  the  surrounding  areas  and  the 
characteristics  of  the  proposed  location. 

Other  (Mission 
Bay  and 

Redevelopment) 

The  Mission  Bay  districts  generally 
allow  institutions  in  the  districts  zoned 
for  neighborhood  commercial  and 
office  uses.  They  are  not  allowed  in 
the  residential,  tourist/hotel  and  open 
space  districts. 

Other  redevelopment  districts 
comprise  the  Hunter's  Point  Shipyard 
Redevelopment  Area. 

The  Mission  Bay  districts  generally  allow 
medical  clinic/office  uses  in  the  districts 
zoned  for  neighborhood  commercial  and 
office  uses.  They  are  not  allowed  in  the 
residential,  tourist/hotel,  and  open 
space  districts. 

Other  redevelopment  districts  only 
comprise  the  Hunter's  Point  Shipyard 
Redevelopment  Area. 

Exhibit  85  above  can  help  guide  discussions  about  the  land  use  and  planning-related  effects  and 
locational  appropriateness  of  a  particular  medical  use  in  a  given  district  or  neighborhood  but  should  not 
be  construed  as  a  definitive  statement  about  the  overall  physical  environmental  effects  of  a  particular 
project.  The  size,  design,  scope,  and  location  of  a  proposed  project  and  the  surrounding  uses;  the  needs 
of  the  neighborhood  for  particular  medical  services;  as  well  as  the  required  environmental  review  and 
any  countervailing  public  policy  considerations  will  ultimately  help  determine  a  project's  particular 
effects  in  a  given  neighborhood.  Conversely,  the  general  purpose  and  character  of  zoning  districts  (i.e., 
industrial,  commercial,  residential)  should  also  serve  as  a  guide  to  potential  project  sponsors  when 
making  decisions  about  where  it  may  be  most  appropriate  to  develop  a  particular  project. 

Displacement  of  Neighborhood  Services 

While  a  full  market  analysis,  which  would  be  needed  to  gauge  the  competitiveness  of  medical  uses 
relative  to  other  uses  and  their  institutional  location  choices,  is  beyond  the  scope  of  this  assessment,  the 
focus  here  is  to  explore  generally  the  potential  effects  of  future  changes  in  the  city's  medical  use 
landscape  on  other  needed  neighborhood  services,  and  a  general  discussion  of  whether  there  are 
certain  uses  that  are  most  sensitive  to  displacement. 

In  addition,  the  potential  for  medical  uses  to  displace  other  uses  is  difficult  to  predict  and  measure 
without  specific  development  proposals  to  analyze.  Therefore,  to  inform  whether  medical  uses  have  the 
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potential  to  displace  or  disrupt  existing  neighborhood  services  or  other  uses,  the  earlier  projections  for 
expected  population  and  employment  growth  can  be  used  to  estimate  the  magnitude  of 
upcoming/needed  square  feet  of  medical  use  space.  As  discussed  previously,  San  Francisco  could  need 
an  estimated  3.5-4.2  million  additional  square  feet  of  new  medical  use/healthcare  space  in  the  city  to 
accommodate  projected  employment  growth  in  the  medical  field  as  well  as  to  serve  future  residential 
population  growth.  A  portion  of  this  required  new  medical  use  space  (2.7  million  square  feet)  would  be 
met  through  expansion  of  existing  healthcare/medical  institutions  (e.g.,  UCSF,  CPMC).  The  remaining 
medical  use  space  (0.8  - 1.5  million  square  feet)  in  the  context  of  all  the  city's  use  districts  and  the 
thousands  of  acres  of  available,  developable  city  land  on  which  these  can  be  built  (as-of-right  or  with  a 
CD),  as  well  as  the  context  of  the  total  existing  amount  of  medical  uses  in  the  city  (25  million  square 
feet)  represents  a  relatively  small  amount  of  additional  medical  use  space,  to  be  built  gradually,  that 
could  be  required  to  meet  San  Francisco's  estimated  medical  use  needs  by  2035. 

Additionally,  per  the  Planning  Code,  large  institutional  uses  are  not  permitted  on  about  half  the  city's 
land  area  while  clinics  are  not  permitted  on  15  percent  of  the  land.  Large  institutions  such  as  hospitals 
are  chiefly  allowed  subject  to  the  Conditional  Use  process  (see  Exhibit  75)  due  to  the  size,  with  the 
exception  of  a  small  area  of  the  city  (310  acres)  where  they  are  principally  permitted,  which  allows  for 
reviewing  their  appropriateness  and  their  potential  effects  in  a  given  neighborhood  and  on  surrounding 
uses. 

Typically,  the  uses  most  sensitive  to  displacement  by  other  higher  rent  uses  (but  not  necessarily  by 
proposed  new  medical  uses)  tend  to  be  small  neighborhood-serving  commercial  uses  (e.g.,  "mom-and- 
pop"  shops)  and  small  stores  providing  essential  goods  and  services.  These  types  of  shops  may  include 
personal  services,  laundromats,  corner  grocery  stores,  shoe  repair  shops,  hardware  stores,  and  specialty 
shops  (e.g.,  florists  and  bakeries). Industrial  activities  in  general  and  the  more  urban  forms  of 
industrial  uses  such  as  production,  distribution  and  repair  (PDR)  uses  (e.g.  food  processing,  wholesalers 
and  light  manufacturers)  also  tend  to  be  more  sensitive  to  displacement  as  they  are  more  sensitive  to 
rent  increases  than  many  office  (higher  employment  density)  businesses. ^^^^^^^^^ 

Overall,  the  Neighborhood  Commercial  and  the  Light-lndustrial/PDR  districts  in  the  city  that  currently 
permit  medical  uses  as-of-right  are  the  areas  most  sensitive  to  potential  displacement  of  "sensitive" 
commercial  uses  (e.g.  neighborhood-serving  commercial  uses  and  PDR  uses)  by  a  medical  use 
development,  depending  on  the  scope  and  site  of  the  proposed  project.  These  areas  allow  other  uses  to 
compete  with  sensitive  uses  without  a  discretionary  process.  Where  a  Conditional  Use  or  similar  review 
process  is  required  for  medical  uses  in  the  above  districts,  such  sensitive  commercial  uses  are  more 
protected  from  displacement  pressures  associated  with  the  development  of  new  medical  uses, 
particularly  if  their  sensitivity  to  displacement  is  considered  through  the  CU  review  process.  Since  large 
medical  use  institutions  are  generally  not  permitted  in  the  Neighborhood  Commercial  and  Light- 
lndustrial/PDR  districts  (with  the  exception  of  a  three  NC  districts  where  they  are  permitted  with  a  CU); 
these  districts  are  generally  protected  from  potential  displacement  of  "sensitive"  commercial  uses 
through  the  existing  applicable  zoning.  Instead,  smaller  medical  offices  (such  as  dental,  optometrist's 
offices,  etc.),  clinics,  and  other  similar  potentially  needed  neighborhood-services  are  the  most  likely 
candidates  to  develop  in  these  districts.  These  may  be  appropriate  uses,  based  on  neighborhood  need, 
project  scope,  and  context  and  may  not  pose  displacement  concerns. 

In  the  M  to  PDR  districts,  smaller  clinics,  which  are  allowed  as  a  principal  use  or  through  a  CU,  may  or 
may  not  pose  displacement  pressures  on  existing  industrial/PDR  uses  depending  on  the  project  scope. 
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specific  location,  and  surrounding  uses.  As  witli  other  cases,  analysis  of  the  project  specifics  would  help 
determine  the  potential  for  displacement  of  other  uses. 

Parcels  with  a  residential  use  zoning  designation  in  any  district  generally  require  a  more  comprehensive 
review  -  via  a  Discretionary  Review  or  Conditional  Use  review  process  -  when  there  is  a  proposal  to 
remove  housing  units  from  the  city's  housing  stock.  Also,  medical  uses  may  only  be  allowed  in  R  districts 
through  a  Conditional  Use.  Thus,  residential  uses  (particularly  affordable  housing)  whether  located  in  R 
or  non-R  districts,  are  generally  well  protected  from  displacement  pressures  potentially  associated  with 
the  development  of  new  medical  uses. 

When  evaluating  proposed  medical  uses,  an  analysis  of  the  rents  in  a  given  area  and  the  sensitivity  of 
essential  neighborhood-serving  and  industrial  uses  to  displacement  pressures  associated  with  the 
development  of  new  medical  uses  should  be  considered.  It  is  noteworthy  that  not  all  medical  uses  are 
the  same:  A  small  neighborhood-based  mental  health  clinic  may  not  command  the  same  rents  as  would 
a  hospital  with  a  significant  amount  of  associated  medical  office  building  space.  As  stated  before,  the 
potential  for  a  medical  use  to  displace  other  uses  will  largely  depend  on  the  specific  site,  the 
surrounding  uses,  and  the  scope  of  the  project.  In  addition,  when  making  determinations  about  a 
proposed  use  in  a  given  location,  the  fact  that  primary  and  other  types  of  medical  care  are  also  essential 
neighborhoods  services  should  inform  the  decision-making  about  a  proposed  project. 

The  section  of  Land  Use  Assessment  can  be  used  as  a  general  guide  to  inform  future  decisions  about 
siting  a  specific  project  given  the  general  analysis  of  the  sensitivity  of  the  uses  a  type  of  zoning  district  is 
primarily  intended  for  (e.g.,  the  sensitivity  of  residential  uses  in  districts  primarily  intended  for 
residential  uses). 


Exhibit  86.  Medical  Use  definitions  by  zoning  district 


Section  i-ieadiine 


Description 


209.3  A  Institutions 


217  A 


Institutions. 


217  C  Institutions. 


890.114  SERVICE, 
MEDICAL 


Hospital,  medical  center  or  other  medical  institution  which  includes 
facilities  for  inpatient  or  outpatient  medical  care  and  may  also  include 
medical  offices,  clinics,  laboratories,  and  employee  or  student  dormitories 
and  other  housing,  operated  by  and  affiliated  with  the  institution,  which 
institution  has  met  the  applicable  provisions  of  Section  304.5  of  this  Code 
concerning  institutional  master  plans. 

Hospital,  medical  center  or  other  medical  institution  which  includes 
facilities  for  inpatient  or  outpatient  medical  care  and  may  also  include 
medical  offices,  clinics,  laboratories,  and  employee  or  student  dormitories 
and  other  housing,  operated  by  and  affiliated  with  the  institution,  which 
institution  has  met  the  applicable  provisions  of  Section  304.5  of  this  Code 
concerning  institutional  master  plans. 

Clinic  primarily  providing  outpatient  care  in  medical,  psychiatric  or  other 
healing  arts  and  not  a  part  of  a  medical  institution  as  specified  in 
Subsection  217(a)  above. 

A  use,  generally  an  office  use,  which  provides  medical  and  allied  health 
services  to  the  individual  by  physicians,  surgeons,  dentists,  podiatrists, 
psychologists,  psychiatrists,  acupuncturists,  chiropractors,  or  any  other 
health-care  professionals  when  licensed  by  a  State-sanctioned  Board 
overseeing  the  provision  of  medically  oriented  services.  It  includes  a  clinic. 
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HOSPITAL  OR 

MEDICAL 

CENTER. 


primarily  providing  outpatient  care  in  medical,  psychiatric  or  other  health 
services,  and  not  part  of  a  hospital  or  medical  center,  as  defined  in  Section 
890.44  of  this  Code.  It  also  includes  a  massage  establishment,  as  defined 
by  Section  1900  of  the  Health  Code,  that  is  a  sole  proprietorship,  as 
defined  in  California  Business  and  Professions  Code  Section  4612(b)(1), 
and  where  the  sole  proprietor  is  certified  pursuant  to  the  California 
Business  and  Professions  Code  Section  4600  et  seq.,  and  one  that  employs 
or  uses  only  persons  certified  by  the  state's  Massage  Therapy 
Organization,  pursuant  to  the  California  Business  and  Professions  Code 
Section  4600  et  seq. 

890.44     HOSPITAL  OR        A  public  or  private  institutional  use  which  provides  medical  facilities  for 

inpatient  care,  medical  offices,  clinics,  and  laboratories.  It  shall  also  include 
employee  or  student  dormitories  adjacent  to  medical  facilities  when  the 
dormitories  are  operated  by  and  affiliated  with  a  medical  institution.  The 
institution  must  have  met  the  applicable  provisions  of  Section  304.5  of  this 
Code  concerning  institutional  master  plans. 
790.114    SERVICE,  A  retail  use  which  provides  medical  and  allied  health  services  to  the 

MEDICAL.  individual  by  physicians,  surgeons,  dentists,  podiatrists,  psychologists, 

psychiatrists,  acupuncturists,  chiropractors,  or  any  other  health-care 
professionals  when  licensed  by  a  State-sanctioned  Board  overseeing  the 
provision  of  medically  oriented  services.  It  includes  a  clinic,  primarily 
providing  outpatient  care  in  medical,  psychiatric  or  other  health  services, 
and  not  part  of  a  hospital  or  medical  center,  as  defined  in  Section  790.44 
of  this  Code.  It  also  includes  a  massage  establishment,  as  defined  by 
Section  1900  of  the  Health  Code,  that  is  a  sole  proprietorship,  as  defined  in 
California  Business  and  Professions  Code  Section  4612(b)(1),  and  where 
the  sole  proprietor  is  certified  pursuant  to  the  California  Business  and 
Professions  Code  Section  4600  et  seq.,  and  one  that  employs  or  uses  only 
persons  certified  by  the  state's  Massage  Therapy  Organization,  pursuant  to 
the  California  Business  and  Professions  Code  Section  4600  et  seq. 
790.44     HOSPITAL  OR        A  public  or  private  institutional  use  which  provides  medical  facilities  for 

inpatient  or  outpatient  medical  care,  medical  offices,  clinics,  and 
laboratories.  It  may  also  include  employee  or  student  dormitories  adjacent 
to  medical  facilities  when  the  dormitories  are  operated  by  and  affiliated 
with  a  medical  institution.  The  institution  must  have  met  the  applicable 
provisions  of  Section  304.5  of  this  Code  concerning  institutional  master 

 plans.  

Source:  City  and  County  of  San  Francisco  Planning  Code 


HOSPITAL  OR 

MEDICAL 

CENTER. 


HCSMP  DRAFT:  9.12.13 


Page  166 


Historical  Role  Assessment 


The  HCSMP  Ordinance  provides  thiat,  in  tiie  Historical  Role  Assessment,  DPH  "shall  take  into 
consideration  the  historical  role  played,  if  any,  by  medical  uses  in  the  City  to  provide  medical  services  to 
historically  underserved  groups,  such  as  minority  or  low-income  communities." 

San  Francisco  has  both  a  diverse  population  and  a  robust  network  of  providers  with  a  long  history  of 
serving  specific  segments  of  the  population  in  a  culturally  and  linguistically  competent  manner.  In  terms 
of  the  city's  racial  and  ethnic  diversity,  according  to  the  2010  US  Census: 

•  33.3  percent  of  residents  are  Asian,  up  from  30.8  percent  in  2000 

•  15.1  percent  identify  as  Hispanic  or  Latino  (of  any  race),  up  from  14.1  percent  in  2000 

•  6.1  percent  are  Black/ African-American,  down  from  7.8  percent  in  2000 

•  6.6  percent  identify  as  "some  other  race,"  up  from  6.5  percent  in  2000 

•  4.7  percent  consider  themselves  two  or  more  races,  up  from  4.3  percent  in  2000 

•  0.5  percent  are  American  Indian  or  Alaska  Native,  up  from  0.4  percent  in  2000 

•  0.4  percent  identify  as  Native  Hawaiian  or  Pacific  Islander,  down  from  0.5  percent  in  2000 

In  terms  of  immigration  status  and  language  spoken  at  home,  San  Francisco  is  similarly  diverse. 
According  to  the  2010  American  Community  Survey  (ACS),  although  a  majority  of  San  Francisco 
residents  are  native  born  US  citizens  (64.5  percent),  this  is  significantly  lower  than  California's  72.8 
percent.  This  varies  widely  by  neighborhood.  DPH's  Sustainable  Communities  Index  (SCI)  estimates  the 
range  of  foreign-born  residents  from  11.6  percent  in  the  Presidio  to  75.4  percent  in  Chinatown. 
Linguistically,  the  2010  ACS  reports  that  a  slight  majority  (55.5  percent)  of  San  Franciscans  speaks  only 
English  at  home,  and  among  those  who  do  not  exclusively  speak  English  at  home,  46.4  percent  speak 
English  "very  well"  and  53.6  percent  speak  English  "less  than  very  well."  Among  those  who  speak  a 
language  other  than  English  at  home,  18.8  percent  speak  a  Chinese  dialect  and  11.5  percent  speak 
Spanish  or  Spanish  Creole. 

Socioeconomically,  San  Francisco  is  diverse  as  well.  In  2010,  the  HDMT  estimated  that  the  median 
annua!  household  income  in  the  city  was  $70,040  with  a  range  from  $17,630  in  Chinatown  to  $162,903 
in  Seacliff.  The  2010  ACS  found  12.5  percent  of  residents  living  below  poverty,  with  nearly  a  quarter 
(24.5  percent)  of  Blacks/ African  Americans  under  the  poverty  level.  By  neighborhood,  the  HDMT  found  a 
range  from  11  percent  of  Marina  residents  living  below  200  percent  of  poverty  to  68  percent  of 
Chinatown  residents  under  that  same  level. 

Although  more  difficult  to  estimate,  San  Francisco  also  has  diversity  of  sexual  orientation  and  gender 
identification.  A  2006  study  by  the  UCLA  School  of  Law  based  on  ACS  data  estimated  that  of  large  US 
cities,  San  Francisco  had  the  highest  percentage  (15.4  percent)  and  fourth  highest  number  (94,234)  of 
gay,  lesbian,  and  bisexual  identified  residents.""  Even  harder  to  estimate  is  the  transgender  population 
of  the  city.  Estimates  vary  widely  based  both  on  the  definition  of  transgender,  which  range  from  gender 
dysphoria  to  individuals  granted  legal  change  of  name  or  gender  status,  and  on  individuals  transitioning 
from  male  to  female(MtF)  or  from  female  to  male  (FtM).  A  survey  of  six  studies  in  European  countries 
between  1993  and  2007  found  the  population  prevalence  to  range  from  1:7,400  for  MtF  with  gender 
dysphoria  to  1:104,000  for  FtM  granted  legal  name  change  or  gender  status."^ 
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In  response  to  this  diversity,  an  array  of  programs  and  facilities  has  been  developed  over  time  to 
respond  to  unmet,  underserved  needs  in  culturally  and  linguistically  competent  v\/ays.  The  organizations 
providing  these  services,  both  medical  and  non-medical,  have  played  a  critical  role  in  San  Francisco's 
health  care  delivery  system. 
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HCSMP  RECOMMENDATIONS  AND  GUIDELINES 


Overview 


Pursuant  to  San  Francisco  Ordinance  No.  300-10,  the  "Health  Care  Services  Master  Plan  will  provide  the 
Health  Commission,  the  Planning  Commission  and  Board  of  Supervisors  with  information  and  public 
policy  recommendations  to  guide  their  decisions  to  promote  the  City's  land  use  and  policy  goals 
developed  in  such  Plan,  such  as  distribution  and  access  to  health  care  services."  As  such,  the  following 
HCSMP  recommendations  and  guidelines  are  intended  to  provide  a  dynamic  and  inspiring  roadmap  for 
bettering  health  and  health  services,  focus  on  improving  access  to  care,  particularly  for  San  Francisco's 
vulnerable  populations,  including  low-income  areas  and  geographic  areas  with  high  rates  of  health 
disparities  (e.g.,  Bayview-Hunters  Point,  Tenderloin,  Western  Addition,  Excelsior).  These 
recommendations  and  guidelines  were  largely  developed  by  the  HCSMP  Task  Force  and  not  only  guide 
land  use  decisions  and  inform  the  siting  and  scope  of  health  care  facilities  and  services,  but  also  reach 
far  beyond  bricks  and  mortar  to  acknowledge  that  health  and  wellness  result  from  the  complex 
integration  of  services,  community  partnerships,  and  neighborhood  characteristics. 

All  recommendations  and  guidelines  in  this  HCSMP  address  important  health  policy  goals  for  San 
Francisco.  Certain  guidelines  are  designated  in  this  HCSMP  as  "Eligible  for  Development  Incentives." 
Guidelines  with  this  designation  are  those  that  can  be  addressed  by  individual  development  projects 
that  will  be  subject  to  a  Consistency  Determination  and  will  address  specific  HCSMP-identified  unmet 
health  care  needs.  Development  projects  that  choose  to  address  these  designated  guidelines  would  be 
recommended  for  development  incentives,  such  as  expedited  project  review. 


HCSMP  Recommendations  Framework 

Alignment  with  Community  Health  Improvement  Plan  (CHIP) 


Overview 

The  HCSMP  recommendations  framework  is  aligned  with  the  priorities  of  San  Francisco's  citywide 
Community  Health  Improvement  Plan  (CHIP)  finalized  in  December  2012  and  adds  HCSMP-specific 
recommendations  and  guidelines.  The  CHIP  is  an  action-oriented  three-  to  five-year  plan  outlining  three 
health  priorities  for  San  Francisco  and  provides  guidance  on  how  these  priorities  will  be  addressed;  the 
work  of  the  HCSMP  Task  Force  heavily  informed  the  CHIP'S  development  as  illustrated  below.  For  more 
information  on  the  CHIP,  including  access  to  the  full  plan  as  well  as  a  description  of  key  partners  and 
process,  please  visit  the  SFDPH  website  (www.sfdph.org). 
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Exhibit  87.  San  Francisco's  community  health  improvement  process 


Community  Health  Improvement  Plan  ECHfP) 
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Community  Vital  3(gns  [CVa) 

Shared  Commitment  of  the  Local 
Public  Heatlh  System 


improved  Community  Heaifh 


One  of  the  core  values  that  arose  as  part  of  the  CHIP  process  (described  in  detail  below)  was  the  value  of 
alignment  -  that  is,  having  shared  priorities,  partnerships,  and  harnessing  collective  effort  to  meet 
common  goals  and  have  the  greatest  impact  on  health.  To  that  end,  CHIP  values,  priorities,  and  goals 
were  infused  into  the  HCSMP  development  and  incorporated  into  the  recommendations  framework. 
HCSMP-specific  recommendations  and  guidelines,  which  stem  from  the  HCSMP  Task  Force 
recommendations  in  alignment  with  CHIP  priorities,  have  then  been  added  under  the  CHIP  framework 
to  form  the  final  HCSMP  recommendations  that  appear  in  the  pages  that  follow. 

CHIP  Vision  and  Values 

To  support  the  CHIP'S  development,  San  Francisco  developed  a  health  vision  and  values  with  input  from 
community  residents  and  other  members  of  the  broader  local  public  health  system,  including  members 
of  the  HCSMP  Task  Force.  All  values  mirror  the  HCSMP  development  process,  echo  the  comments  made 
in  HCSMP  Task  Force  meetings  and  focus  groups,  and  reflect  findings  from  HCSMP  quantitative  data. 


To  facilitate  the  ALIGNMENT  of  San  Francisco's  priorities,  resources,  and  actions  to  improve 
health  and  wellbeing. 

o    Engaging  communities  and  health  system  partners  to  identify  shared  priorities  and 

develop  effective  partnerships, 
o    Harnessing  the  collective  impact  of  individuals  and  organizations  working  together  in 

coordination. 
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•  To  promote  COMMUNITY  CONNECTIONS  that  support  health  and  wellbeing. 

o    Getting  to  know  each  other  and  looking  out  for  one  another. 

o    Increasing  communication  and  collaboration  among  individuals  and  organizations  within 
communities. 

•  To  ensure  that  HEALTH  EQUITY  is  addressed  throughout  program  planning  and  service  delivery. 

o    Reducing  disparities  in  health  access  and  health  outcomes  for  San  Francisco's  diverse 
communities. 

o    Partnering  with  those  most  affected  by  health  disparities  to  create  innovative  and 
impactful  health  actions. 

San  Francisco's  Health  Priorities 

San  Francisco's  CHIP  highlights  three  health  priorities  for  action: 

•  Ensure  Safe  +  Healthy  Living  Environments 

•  Increase  Healthy  Eating  and  Physical  Activity 

•  Increase  Access  to  High  Quality  Health  Care  +  Services 

In  the  pages  that  follow,  SFDPH  and  Planning  present  HCSMP  recommendations  and  guidelines 
alongside  the  CHIP  priority  with  which  they  best  align. 

Please  note,  in  the  next  section,  health  priorities  are  numbered.  However,  these  numbers  do  not  reflect 
a  hierarchy  among  the  priorities,  but  rather  are  included  for  reference  purposes  only.  These  three 
priorities  are  considered  to  be  equally  important  for  San  Francisco.  Because  of  the  HCSMP's  focus  on 
medical  uses  in  San  Francisco,  the  HCSMP  recommendations  fail  primarily  within  the  third  priority  of 
increasing  access  to  high  quality  health  care  and  services. 

HCSMP  Recommendations  +  Guidelines  by  San  Francisco  Health  Priority 

San  Francisco  Health  Priority  1:  Ensure  Safe  +  Healthy  Living  Environments 

Despite  being  one  of  the  wealthiest  and  most  socially  progressive  cities  in  the  country,  not  everyone  in 
San  Francisco  has  a  safe  and  healthy  place  to  live.  Some  neighborhoods  in  San  Francisco,  for  example, 
have  great  access  to  parks,  public  transit,  grocery  stores,  and  other  resources  that  benefit  health  and 
wellness.  Other  neighborhoods  -  often  poor  communities  of  color  -  are  more  likely  to  be  impacted  by 
fast  food  and  alcohol  outlets,  freeways,  industrial  pollutants,  and  other  factors  that  contribute  to  high 
rates  of  disease,  death,  injury,  and  violence.  As  such,  San  Francisco's  CHIP  identifies  three  goals  designed 
to  ensure  that  all  San  Franciscans  have  a  safe  and  healthy  place  to  live: 

•  Improve  safety  and  crime  prevention. 

•  Reduce  exposure  to  environmental  hazards. 

•  Foster  safe,  green,  "active"  public  spaces. 

The  HCSMP  recommendations  and  guidelines  that  follow  align  with  CHIP  Priority  1,  "Ensure  Safe  + 
Healthy  Living  Environments." 
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HCSMP  Recommendation  1.1:  Address  identified  social  and  environmental  factors  that  impede  and 
prevent  access  to  optimal  care,  including  but  not  limited  to  violence  and  safety  issues,  transportation 
barriers,  environmental  hazards,  and  other  built  environment  issues. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  1.1.1:  Advance  an  actionable  "Health  in  All  Policies"  (HiAP)  policv  for  the 
City. 

Guideline  1.1.2:  Advance  health  promotion,  disease  prevention,  and  overall 
community  wellness  (e.g.,  publicly  accessible  open  space,  gyms  that  provide  and 
facilitate  access  to  underserved  populations,  exercise  areas  with  equipment  and 
classes/wellness  programs  that  are  included  as  part  of  development  proposals). 

Guideline  1.1.3:  Establish  "health  safety  zones"  (i.e.,  areas  surrounding  facilities  that 
deter  violence  and  improve  feelings  of  safety,  health  and,  wellbeing  through 
streetscaping  or  other  means). 

Guideline  1.1.4:  Continue  to  support  the  expansion  of  permanent  supportive  housinR 
and  other  affordable,  safe  housing  options  that  have  robust  connections  to  health  care 
facilities  and  services  and  to  wellness  opportunities. 

Guideline  1.1.5:  Advance  the  efforts  of  the  Mayor's  Office  of  Violence  Prevention 
Services,  including  recommendations  of  San  Francisco's  current  and  future  Violence 
Prevention  Plan. 

San  Francisco  Health  Priority  2:  Increase  Healthy  Eating  +  Physical  Activity 


Science  links  health  conditions  such  as  heart  disease,  diabetes,  and  cancer  to  daily  practices  like  eating  a 
healthy,  balanced  diet  and  getting  regular  exercise.  However,  the  healthy  choice  is  not  always  the  "easy" 
choice  -  particularly  for  San  Francisco's  more  vulnerable  residents.  Socioeconomic  factors  -  such  as 
whether  people  can  afford  to  buy  nutritious  foods  and  safely  engage  in  exercise  in  their  neighborhoods 
-  and  environmental  factors  -  such  as  whether  healthy  food  options  are  locally  available  -  impact  what 
individuals  eat  as  well  as  their  activity  practices.  As  such,  San  Francisco's  CHIP  identifies  three  goals 
designed  to  ensure  that  all  San  Franciscans  have  access  to  healthy  foods  and  opportunities  for  physical 
activity: 

•  Increase  physical  activity. 

•  Increase  healthy  eating. 

•  Increase  the  number  of  residents  who  maintain  a  healthy  weight. 

The  HCSMP  recommendation  and  guidelines  that  follow  align  with  CHIP  Priority  2,  "Increase  Healthy 
Eating  +  Physical  Activity." 
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HCSMP  Recommendation  2.1:  Support  "healthy"  urban  growth. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  2.1.1:  Support  the  expansion  of  networks  of  open  spaces,  small  urban 
agriculture,  and  physical  recreation  facilities,  including  the  network  of  safe  walking  and 
biking  facilities. 

Guideline  2.1.2:  Review  the  impact  of  large-scale  residential  and  mixed-use 
development  projects  -  and/or  expected  areas  of  new  growth  -  on  the  potential 
impact  on  neighborhood  residents'  future  health  care  needs  and,  when  feasible,  such 
projects  should  address  service  connectivity.  Projects  serving  seniors,  persons  with 
disabilities,  or  other  populations  with  limited  mobility  options,  for  example,  should 
employ  a  range  of  transportation  demand  management  strategies  (e.g.,  shuttle 
service,  gurney  service)  to  address  the  project's  impact  and  utility  for  the  community. 

Guideline  2.1.3:  Encourage  residential  and  mixed-use  projects  to  incorporate  healthy 
design  -  design  encouraging  walking  and  safe  pedestrian  environments. 

San  Francisco  Health  Priority  3:  Increase  Access  to  High  Quality  Health  Care  +  Services 


As  the  HCSMP  highlights,  access  to  comprehensive,  high  quality  health  care  and  other  services  is 
essential  in  preventing  illness,  promoting  wellness,  and  fostering  vibrant  communities.  While  San 
Francisco  often  outperforms  the  State  and  other  California  counties  in  terms  of  health  care  resources 
like  primary  care  doctors,  availability  does  not  always  equal  accessibility;  many  of  San  Francisco's  more 
vulnerable  residents  -  ranging  from  low-income  persons  to  non-native  English  speakers  seeking 
culturally  competent  care  in  their  primary  language  -  struggle  to  get  the  services  they  need.  As  such, 
San  Francisco's  CHIP  identifies  four  goals  designed  to  ensure  that  all  San  Franciscans  have  access  to  the 
health  care  and  other  services  they  need  to  be  healthy  and  well: 

•  Improve  integration  and  coordination  of  services  across  the  continuum  of  care. 

•  Increase  the  connection  of  individuals  to  the  health  services  they  need. 

•  Ensure  that  services  are  culturally  and  linguistically  appropriate. 

•  Ensure  that  San  Franciscans  have  access  to  a  health  care  home. 

The  HCSMP  recommendations  and  guidelines  that  follow  align  with  CHIP  Priority  3,  "Increase  Access  to 
High  Quality  Health  Care  +  Services." 
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HCSMP  Recommendation  3.1:  Increase  access  to  appropriate  care  for  San  Francisco's  vulnerable 
populations. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.1.1:  Increase  the  availability  and  accessibility  of  primary  care  in  low- 
income  areas  (i.e.,  areas  where  the  percentage  of  low-income  residents  -  defined  as 
individuals  living  below  200%  of  the  Census  Poverty  Threshold"^  -  is  greater  than  the 
San  Francisco  average)  areas  with  documented  high  rates  of  health  disparities  (e.g., 
areas  in  which  residents  face  the  highest  rates  of  morbidity  or  premature  mortality) 
and/or  areas  with  limited  existing  health  care  resources. 

Guideline  3.1.2:  Increase  the  availability  and  accessibility  of  culturally  competent 
primary  care  among  vulnerable  subpopulations  including  but  not  limited  to  Medi-Cai 
beneficiaries,  uninsured  residents,  limited  English  speakers,  and  populations  with 
documented  high  rates  of  health  disparities. 

Guideline  3.1.3:  Increase  the  availability  and  accessibility  of  prenatal  care  within 
neighborhoods  with  documented  high  rates  of  related  health  disparities. 

Guideline  3.1.4:  Increase  the  availability  and  accessibility  of  prenatal  care  for 
subpopulations  with  documented  high  rates  of  related  health  disparities  including  but 
not  limited  to  Black/ African  American  residents. 

Guideline  3.1.5:  increase  the  availability  and  accessibility  of  dental  care  in  low-income 
areas  (i.e.,  areas  where  the  percentage  of  low-income  residents  -  defined  as 
individuals  living  below  200%  of  the  Census  Poverty  Threshold"^  -  is  greater  than  the 
San  Francisco  average)  and  areas  with  documented  high  rates  of  health  disparities 
(e.g.,  areas  in  which  residents  face  the  highest  rates  of  morbidity  or  premature 
mortality). 

Guideline  3.1.6:  Increase  the  availability  and  accessibility  of  dental  care  among 
vulnerable  subpopulations  including  but  not  limited  to  Medi-Cal  beneficiaries, 
uninsured  residents,  limited  English  speakers,  and  populations  with  documented  high 
rates  of  health  disparities. 

Guideline  3.1.7:  Complete  the  rezoning  of  the  Bayview  Health  Node,  as  envisioned  by 
community  residents  in  the  adopted  Bayview  Redevelopment  Plan. 

Guideline  3.1.8:  Increase  the  supply  of  culturally  competent  providers  serving  low- 
income  and  uninsured  populations,  which  may  include  but  is  not  limited  to  supporting 
projects  that  can  demonstrate  through  metrics  that  they  have  served  and/or  plan  to 
serve  a  significant  proportion  of  existing/new  Medi-Cal  and/or  uninsured  patients, 
particularly  in  underserved  neighborhoods. 
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HCSMP  Recommendation  3.1:  Increase  access  to  appropriate  care  for  San  Francisco's  vulnerable 
populations. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.1.9:  Advocate  for  the  extension  of  the  iVledlcaid  primarv  care  physician 
reimbursement  rate  established  under  Health  Reform  beyond  2014  to  attract  and 
retain  physician  participation  In  the  Medl-Cal  program. 

Guideline  3.1.10:  Promote  projects  that  demonstrate  the  ability  and  commitment  to 
deliver  and  facilitate  access  to  specialty  care  for  underserved  populations  (e.g., 
through  transportation  assistance,  mobile  services,  and/or  other  innovative 
mechanisms). 

Guideline  3.1.11:  Support  innovative  education  and  outreach  efforts  that: 

c.  Target  youth  and  other  hard-to-reach  populations,  such  as  homeless  people  and 
those  v^lth  behavioral  health  problems  that  inhibit  them  from  seeking  medical 
care  and  other  health  services,  as  well  as  "Invisible"  populations  that  are  often 
overlooked  due  to  their  legal  status. 

d.  Help  low-Income,  publicly  Insured,  and/or  uninsured  persons  Identify  health 
care  facilities  where  they  may  access  care. 

Guideline  3.1.12:  Promote  support  services  (e.g.,  escorting  patients  to  medical 
appointments,  using  case  managers  to  help  patients  navigate  the  health  care  system) 
for  patients  likely  to  have  difficulty  accessing  or  understanding  health  care  services 
(e.g.,  multiply  diagnosed  or  homeless  persons). 

Guideline  3.1.13:  Support  clinics  and  support  services  that  offer  non-traditional  facility 
hours  to  accommodate  patients  who  work  during  traditional  business  hours. 

Guideline  3.1.14:  Preserve  the  Healthv  San  Francisco  program. 

Guideline  3.1.15:  Support  mobile  enrollment  efforts  to  expand  opportunities  for 
people  to  enroll  in  health  insurance  or  other  health  care  programs. 
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HCSMP  Recommendation  3.2:  Promote  new.  innovative,  or  integrative  models  of  care  for  health  care 
delivery  -  such  as  the  integration  of  behavioral  health  (mental  health  and  substance  abuse)  services 
and  medical  services  -  that  improves  access  for  vulnerable  populations. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.2.1:  Research  the  feasibility  of  implementing  a  patient-centered  medical 
home  model  for  the  severely  mentally  ill  in  which  a  mental  health  care  provider  leads 
an  integrated  team  of  service  providers,  including  primary  care  practitioners;  and, 
conversely,  for  patients  who  are  not  severely  mentally  ill,  support  integration  of 
behavioral  health  services  into  primary  care  medical  homes. 

Guideline  3.2.2:  Research  the  connection  between  specialty  mental  health  services 
and  Medi-Cal  managed  care  for  Medi-Cal  beneficiaries. 

Guideline  3.2.3:  Increase  the  availability  of  behavioral  health  and  trauma-related 
services  -  including  school-based  services  -  in  neighborhoods  with  documented  high 
rates  of  violence  (i.e.,  neighborhoods  exceeding  citywide  violence  rates  per  San 
Francisco  Police  Department  data). 

Guideline  3.2.4:  Support  expansion  of  community-based  behavioral  health  services. 

HCSMP  Recommendation  3.3:  Ensure  that  San  Francisco  has  a  sufficient  capacity  of  lone-term  care 
options  for  its  growing  senior  population  and  for  persons  with  disabilities  to  support  their  ability  to 
live  independently  in  the  community. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.3.1:  Support  affordable  and  supportive  housing  options  for  seniors  and 
persons  with  disabilities,  enabling  them  to  live  independently  in  the  community. 

Guideline  3.3.2:  Work  in  collaboration  with  the  Department  of  Aging  and  Adult 
Services  -  and  in  alignment  with  the  Long-Term  Care  Integration  Plan  -  to  promote  a 
continuum  of  community-based  long-term  supports  and  services,  such  as  home  care  to 
assist  with  activities  of  daily  living,  home-delivered  meals,  and  day  centers.  Such 
services  should  address  issues  of  isolation  as  well  as  seniors'  basic  daily  needs. 

Guideline  3.3.3:  Advocate  for  California  to  expand  community-based  Medi-Cal  long- 
term  care  services,  including  through  the  Home-  and  Community-Based  Services 
1915(i)  state  plan  option. 
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HCSMP  Recommendation  3.4:  Ensure  that  health  care  and  support  service  providers  have  the 
cultural,  linguistic,  and  physical  capacity  to  meet  the  needs  of  San  Francisco's  diverse  population. 

Eligible  for 
Development 
incentives 

HCSMP  Guideline 

Guideline  3.4.1:  Ensure  that  electronic  health  records  capture  key  patient 
demographic  data,  consistent  with  patient  privacy  preferences,  that  facilitate  the 
provision  of  culturally  and  linguistically  competent  care. 

Guideline  3.4.2:  Support  workforce  development  and  diversity  efforts  to  develop  a 
health  care  and  home-based  services  workforce  that  reflects  community 
characteristics  (e.g.,  race/ethniclty,  cultural  and  linguistic  background,  etc.),  which  is 
expected  to  increase  provider  supply  and  patient  satisfaction  In  underserved  areas. 

Guideline  3.4.3:  Encourage  the  assessment  of  patients'  health  literacy  and 
cultural/linguistic  needs,  so  providers  can  better  tailor  care  to  each  patient's  needs. 

HCSMP  Recommendation  3.5:  Ensure  that  San  Francisco  residents  -  particularly  those  without 
regular  car  access  -  have  available  a  range  of  appropriate  transportation  options  (e.g.,  public 
transportation,  shuttle  services,  bike  lanes,  etc.)  that  enable  them  to  reach  their  health  care 
destinations  safely,  affordably,  and  in  a  timely  manner. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.5.1:  Support  the  recommendations  of  the  iVluniclpal  Transportation 
Agency's  (MTA)  Transit  Effectiveness  Project,  which  Is  expected  to  positively  Impact 
passenger  travel  times  on  high  ridership  routes.  Including  those  that  service  San 
Francisco's  major  health  care  facilities. 

Guideline  3.5.2:  Ensure  that  the  MTA  continues  to  consider  the  needs  of  seniors  and 
persons  with  disabilities  In  Its  transportation  planning  efforts. 

Guideline  3.5.3:  As  part  of  transit  demand  management  efforts  for  patients,  develop 
safe  health  care  transit  options  beyond  the  public  transportation  system  (e.g.,  bike 
storage,  health  care  facility  shuttle  service,  etc.)  to  Increase  health  care  access  for 
those  without  regular  car  access. 

Guideline  3.5.4:  Provide  transportation  options  (e.g.,  taxi  vouchers,  shuttles,  other 
Innovative  transportation  options,  etc.)  from  low-Income  areas  and  areas  with 
documented  high  rates  of  health  disparities  -  particularly  those  with  transportation 
access  barriers  -  to  health  care  facilities. 

Guideline  3.5.5:  Support  mobllltv  training  programs  for  older  adults  to  help  them 
retain  Independence,  access  to  health  care,  and  other  opportunities,  especially 
important  as  San  Francisco's  aging  population  grows. 
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HCSMP  Recommendation  3.5:  Ensure  that  San  Francisco  residents  -  particularly  those  without 
regular  car  access  -  have  available  a  range  of  appropriate  transportation  options  (e.g.,  public 
transportation,  shuttle  services,  bike  lanes,  etc.)  that  enable  them  to  reach  their  health  care 
destinations  safely,  affordably,  and  in  a  timely  manner. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.5.6:  Ensure  that  special  consideration  Is  given  to  how  the  consolidation  or 
retention  of  transit  stops  could  Impact  access  to  health  care  services  from  sensitive 
uses  such  as  housing  for  seniors  and  persons  with  disabilities  who  may  regularly  need 
health  care  services. 

Guideline  3.5.7:  Promote  ongoing  collaboration  with  MTA  and  San  Francisco  Countv 
Transportation  Authority  staff  to  consider  pedestrian  safety  near  health  care  facilities 
as  well  as  how  safety  may  be  Impacted  by  ongoing  transportation  planning  and 
projects. 

Guideline  3.5.8:  Increase  awareness  of  transportation  options  to  health  care  facilities 
during  facility  hours.  This  may  Include  but  not  be  limited  to  providing  relevant  transit 
Information  In  providers'  offices. 

HCSMP  Recommendation  3.6:  Ensure  collaboration  between  San  Francisco's  existing  health  and 
social  services  networks  and  the  community  to  maximize  service  effectiveness  and  cost- 
effectiveness. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.6.1:  Support  collaborations  between  medical  service  providers  and 
existing  community-based  organizations  with  expertise  In  serving  San  Francisco's 
diverse  populations. 

Guideline  3.6.2:  Support  Inter-health  system  collaboration  (e.g.,  via  provider 
consultation  hotlines,  systems  support  for  electronic  health  records  adoption  and 
Implementation)  that  offers  potential  for  Improving  care  access,  the  patient 
experience,  and  health  outcomes,  and  leverage  the  expertise  of  San  Francisco's  diverse 
providers. 

Guideline  3.6.3:  Support  partnerships  between  medical  service  providers  and  entitles 
not  specifically  focused  on  health  or  social  services  (e.g.,  schools,  private  business, 
faith  community,  etc.)  to  leverage  expertise  and  resources  and  expand  access  to  health 
services  and  promote  wellness. 

Guideline  3.6.4:  Support  collaboration  between  San  Francisco  providers  and  the 
United  Way  to  ensure  that  the  2-1-1  system  reflects  Information  on  all  available  health 
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HCSMP  Recommendation  3.6:  Ensure  collaboration  between  San  Francisco's  existing  health  and 
social  services  networks  and  the  community  to  maximize  service  effectiveness  and  cost- 
effectiveness. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

services. 

Guideline  3.6.5:  Showcase  collaboration  outcomes  to  illustrate  the  potential  impact  of 
community  partnerships. 

HCSMP  Recommendation  3.7:  Facilitate  sustainable  health  information  technology  systems  that  are 
interoperable,  consumer-friendly,  and  that  increase  access  to  high-quality  health  care  and  wellness 
services. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.7.1:  Promote  health  care  provider  participation  in  HealthShare  Bay  Area,  a 
health  information  exchange  that  will  provide  a  secure,  controlled,  and  interoperable 
method  for  exchanging  and  aggregating  patient  health  information. 

Guideline  3.7.2:  Support  technology-based  solutions  that  expand  access  to  health 
services,  such  as  telehealth  (e.g.,  video  medical  interpretation,  remote  health 
monitoring,  etc.)  and  coverage  of  such  by  health  insurance.  Such  technology  must  be 
provided  in  a  culturally  and  linguistically  competent  way,  tailored  to  the  needs  of  the 
target  population,  and  accessible  to  San  Francisco's  vulnerable  populations. 

Guideline  3.7.3:  Integrate  support  service  information  (e.g.,  receipt  and  source  of  case 
management  services)  in  electronic  health  records  to  paint  a  more  complete  picture  of 
each  patient's  health. 

HCSMP  Recommendation  3.8:  Improve  local  health  data  collection  and  dissemination  efforts. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.8.1:  Improve  collection,  coordination  of  collection,  availabilitv,  and 
understandability  of  data  on  San  Francisco's  existing  health  care  resources  (e.g.,  the 
physical  location  of  health  care  providers  by  type  and  population  served). 

Guideline  3.8.2:  Gather  and  disseminate  more  data  about  the  connection  between 
safety  and  public  health. 
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HCSMP  Recommendation  3.8:  Improve  local  health  data  collection  and  dissemination  efforts. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.8.3:  Disseminate  relevant  health  status  data  to  health  care  providers  so 
they  can  better  affect  key  indicators  of  population  health  through  their  institutional 
and  clinical  decisions. 

HCSMP  Recommendation  3.9:  Promote  the  development  of  cost-effective  health  care  delivery 

models  that  address  patient  needs. 

Eligible  for 
Development 
Incentives 

HCSMP  Guideline 

Guideline  3.9.1:  Use  nurse  practitioners  and  physician  assistants  to  the  full  extent  of 
their  training. 

Guideline  3.9.2:  Increase  flexibility  between  primary  care  and  specialty  care  (e.g., 
specialty  mental  health)  provider  roles.  Such  flexibility  might  include  but  not  be  limited 
to: 

a.  Allowing  specialists  with  a  history  of  treating  patients  with  certain  conditions 
to  serve  as  those  patients'  primary  care  provider; 

b.  Better  equipping  primary  care  providers  to  manage  chronic  conditions  to 
maximize  the  appropriate  use  of  specialists;  and/or 

c.  Creating  a  health  care  delivery  framework  that  allows  for  a  shared  scope  of 
responsibilities  between  primary  care  providers  and  specialists  that  best 
supports  the  patient  care  experience. 

Guideline  3.9.3:  Advance  the  patient-centered  medical  home  model  for  all  San 
Franciscans. 
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HCSMP  Approval  Process 


San  Francisco  Ordinance  No.  300-10  outlines  the  process  by  which  to  finalize  the  HCSMP  and  secure 
plan  approval  from  the  Board  of  Supervisors.  Specifically: 

1.  Upon  completion  of  a  draft  HCSMP,  SFDPH  will  provide  notice  of  a  written  public  comment 
period  to  last  no  less  than  30  days.  The  full  draft  of  the  HCSMP  will  be  available  during  that  time, 
and  comments  will  be  reviewed  by  both  SFDPH  and  Planning. 

2.  Upon  the  close  of  the  written  public  comment  period,  the  San  Francisco  Health  and  Planning 
Commissions  will  hold  a  joint  public  hearing  on  the  HCSMP;  the  joint  hearing  date  may  not  be 
more  than  30  days  after  the  close  of  the  public  written  comment  period.  Should  either  body 
request  significant  changes  to  the  draft,  the  Health  and  Planning  Commissions  must  hold 
additional  hearings  to  review  such  changes,  either  together  or  separately. 

3.  The  Health  and  Planning  Commission  may  recommend  approval  or  disapproval  of  the  HCSMP. 
Following  this  recommendation,  the  Board  of  Supervisors  will  schedule  a  hearing  to  consider  a 
resolution  to  adopt  the  HCSMP. 

SFDPH  and  Planning  anticipate  that  the  HCSMP  will  come  before  the  Board  of  Supervisors  for  possible 
approval  in  Spring  2014. 


Update  Process  and  Timeline 


San  Francisco  Ordinance  No.  300-10  mandates  that  SFDPH  and  Planning  update  the  HCSMP  every  three 
years,  including  a  summary  of  changes  since  the  HCSMP  last  received  approval.  Please  note  that  SFDPH 
and  Planning  interpret  this  requirement  as  updating  the  HCSMP  within  three  years  of  the  date  on  which 
the  Board  of  Supervisors  last  approved  the  HCSMP.  If  SFDPH  and  Planning  are  unable  to  update  the 
HCSMP  within  three  years,  they  must  seek  an  extension  of  time  from  the  Board  of  Supervisors.  Upon 
completion  of  the  update,  the  Health  Commission,  the  Planning  Commission,  and  the  Board  of 
Supervisors  must  review  and  approve  or  disapprove  of  the  revised  HCSMP  per  the  process  outlined  in 
the  "HCSMP  Approval  Process"  section  of  this  document. 


HCSMP  as  a  Health  Policy  Resource 


The  Health  Commission  views  this  HCSMP  not  only  as  a  document  that  helps  to  create  a  stronger  link 
between  land  use  and  health,  but  as  a  roadmap  for  broader  health  policy  decision  making.  These 
recommendations  and  guidelines  are  useful  to  not  only  guide  land  use  decisions  and  inform  the  siting 
and  scope  of  health  care  facilities  and  services,  but  also  reach  far  beyond  bricks  and  mortar  to 
acknowledge  that  health  and  wellness  result  from  the  complex  integration  of  services,  community 
partnerships,  and  neighborhood  characteristics.  This  HCSMP  will  inform  and  support  broader  citywide 
strategic  and  health  improvement  planning  efforts,  particularly  for  San  Francisco's  vulnerable 
populations.  The  Health  Commission  intends  this  to  be  a  living  document  that  is  regularly  updated, 
monitored,  and  relied  upon  to  inform  health  policy  decisions  for  San  Francisco. 
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Key  Items  for  Future  Consideration 


The  current  HCSMP  represents  SFDPH  and  Planning's  first  and  best  effort  to  respond  to  community 
health  care  needs  In  accordance  with  San  Francisco  Ordinance  No.  300-10.  While  this  HCSMP  is  a 
comprehensive  reflection  of  available  quantitative  and  qualitative  data  -  including  extensive  public 
feedback  as  captured  through  HCSMP  Task  Force  meetings  and  focus  groups  -  future  iterations  might 
consider  the  following  items  for  future  inclusion: 

•  Updates  to  the  HCSMP  might  explore  the  "geographic  sensitivity"  of  specific  services  and  how 
the  placement  of  various  services  impacts  health  access  and  outcomes.  For  example,  people 
may  benefit  from  having  certain  types  of  health  services  available  in  their  neighborhood  (e.g., 
primary  care,  prenatal  care),  but  other  types  of  health  services  (e.g.,  specialty  care)  may  be 
more  appropriately  provided  in  centralized  locations  due  to  the  need  for  special  equipment, 
proximity  to  other  specialists  or  sub-specialists,  etc. 

•  SFDPH  is  conducting  its  first  community  health  survey  in  2013.  Future  version  of  the  survey 
could  incorporate  questions  to  further  understand  health  care  access  and  access  barriers 
experienced  by  San  Franciscans  and  addressed  in  this  HCSMP,  including  health  care  facilities 
used  and  travel  time. 

•  SFDPH  and  Planning  might  collaborate  with  the  San  Francisco  Metropolitan  Transportation 
Agency,  the  San  Francisco  County  Transportation  Authority,  and  other  appropriate  partners  to 
develop  standards  to  ensure  health  care  access  via  appropriate  contributions  to  transportation 
choices  and/or  the  direct  provision  of  transportation  choices  (e.g.,  shuttle  services).  Such 
standards  could  serve  as  a  best  practice  guide  to  developers  of  medical  use  projects  going 
forward. 

•  Future  iterations  of  the  Land  Use  Assessment  might  include  a  more  robust  analysis  of  where 
transit  access  should  be  improved  relative  to  where  medical  uses  are  allowed  and  most  needed. 

•  Development  of  the  current  HCSMP  highlighted  that  the  San  Francisco  Planning  Code  defines 
"medical  use"  in  different  ways  and  in  multiple  sections  of  the  Code.  In  the  future,  SFDPH  and 
Planning  may  wish  to  recommend  that  the  Planning  Code  be  updated  to  reflect  a  more 
streamlined  and  cohesive  definition  of  "medical  use." 

•  Based  on  the  public  comment  received  during  the  public  comment  period,  future  updates  to  the 
HCSMP  may  include  additional  information  on: 

o    Accessibility  of  neighborhood  pharmacies.  Providing  access  to  pharmacies  is  an 
important  factor  in  ensuring  that  patients  can  maintain  health  and  access  the 
medications  they  need. 

o    Adequacy  of  hospice  and  palliative  care  services.  San  Francisco  will  need  to  have  ample 
hospice  and  palliative  care  services  to  meet  the  needs  of  a  growing  aging  population. 
Patients  who  enroll  in  hospice  may  experience  benefits  including  better  symptom 
control,  less  aggressive  care  in  final  days  of  life,  and  greater  family  satisfaction  with  the 
care  received.  Ensuring  that  the  city  has  ample  hospice  and  palliative  care  services  has 
the  potential  to  reduce  overall  health  care  expenditures  providing  appropriate  lower 
cost  care. 

o    Addiction  and  substance  abuse  among  San  Francisco  residents.  San  Francisco  has 
historically  had  a  high  prevalence  of  addiction/substance  abuse  and  thus  ensuring  an 
adequate  supply  of  substance  abuse  treatment  providers  is  important  in  meeting  the 
needs  of  our  community. 
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•  SFDPH  and  Planning  will  work  bring  the  Institutional  Master  Plan  (IMP)  process  more  in 
alignment  with  the  HCSMP  Consistency  Determination  process. 

•  Planning  Department  will  work  to  find  creative  incentive  approaches  and  broaden  the  menu  of 
possible  incentives. 


The  above  represents  ideas  generated  throughout  the  development  of  the  current  HCSMP.  Between 
HCSMP  updates,  SFDPH  and  Planning  will  keep  a  running  list  of  other  possible  areas  for  future 
consideration  to  ensure  that  future  plans  best  reflect  the  evolving  health  care  needs  of  San  Francisco's 
diverse  communities. 
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APPENDICES 


Appendix  A:  San  Francisco  Ordinance  No.  300-10 


The  following  pages  include  the  language  of  San  Francisco  Ordinance  No.  300-10,  legislation  sponsored 
by  Supervisor  David  Campos  that  required  the  creation  of  a  Health  Care  Services  Master  Plan  (HCSMP)  to 
guide  land  use  decisions  for  health  care-related  projects  in  San  Francisco.  San  Francisco  Ordinance  No. 
300-10  took  effect  January  2,  2011. 


FILE  NO.  101057 


Amended  in  Board 

11/16/2010  ORDINANCE  NO.  30{)-/'^ 


[Planning  Code  -  Health  Care  Services  Master  Plan] 

Ordinance  amending  the  San  Francisco  Planning  Code  by  adding  Sections  342  to 
342.10  requiring  the  preparation  of  a  Health  Care  Services  Master  Plan  identifying  the 
current  and  projected  needs  for,  and  locations  of,  health  care  services  within  San 
Francisco  and  recommending  how  to  achieve  and  maintain  appropriate  distribution  of, 
and  equitable  access  to,  such  services;  requiring  that  medical  institutions  applying  for 
anv  change  of  use  to  a  fl/ledical  Use,  as  defined,  that  will  occupy  a  space  exceeding 
10.000  gross  square  feet  of  floor  area,  or  an  expansion  of  anv  existing  Medical  Use  by 
at  least  5.000  gross  square  feet  of  floor  area  land  use  approvals  obtain  a  egonslstency 
dQetermination  from  the  Planning  Commission  or  the  Planning  Department 
determining  that  the  proposed  use  or  expansion  promotes  the  goals  recommended  in 
the  Master  Plan;  providing  fees  for  time  and  material  costs  incurred  to  prepare  the 
consistency  determination,  and  making  findings,  Including  findings  of  consistency 
with  the  General  Plan  and  the  eight  priority  policies  of  Planning  Code  Section  101.1  and 
environmental  findings. 

NOTE:         Additions  are  sinsle-underline  italics  Times  New  Roman', 
deletions  are  strike-through  italics  Times  New  Roman. 
Board  amendment  additions  are  double-underlined: 
Board  amendment  deletions  are  strikethrough  normal. 

Be  it  ordained  by  tlie  People  of  the  City  and  County  of  San  Francisco: 
Section  1 .  Findings.  The  Board  of  Supervisors  of  the  City  and  County  of  San 
Francisco  hereby  finds  and  determines  that: 

(a)     Pursuant  to  Planning  Code  Section  302,  the  Board  of  Supervisors  finds  that  this 
ordinance  will  serve  the  public  necessity,  convenience  and  welfare,  for  the  reasons  set  forth  in 
Planning  Commission  Resolution  No.  18202,  and  incorporates  such  reasons  by  this  reference 
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thereto.  A  copy  of  said  resolution  is  on  file  with  the  Clerk  of  the  Board  of  Supervisors  in  File 
No.  101057. 

(b)  The  Board  of  Supervisors  finds  that  this  ordinance  is  in  conformity  with  the 
Priority  Policies  of  Section  101.1  of  the  Planning  Code  and  with  the  General  Plan,  and  hereby 
adopts  the  findings  set  forth  in  Planning  Commission  Resolution  No.  18202  and  incorporates 
such  findings  by  reference  as  if  fully  set  forth  herein.  A  copy  of  said  resolution  is  on  file  with 
the  Clerk  of  the  Board  of  Supervisors  in  File  No.  101057. 

(c)  The  Planning  Department  concluded  environmental  review  of  this  ordinance 
pursuant  to  the  California  Environmental  Quality  Act,  Public  Resources  Code  Section  2100  et 
seq.  Documentation  of  that  review  is  on  file  with  the  Clerk  of  the  Board  of  Supervisors  in  File 
No.  101057. 

Section  2.  The  San  Francisco  Planning  Code  is  hereby  amended  by  adding  Sections 
342  to  342. 1 0,  to  read  as  follows: 

SEC,  342 .     HEALTH  CARE  SERVICES  MASTER  PLAN  FINDINGS, 

1.  On  March  23,  2010,  President  Barack  Obama  sisned  into  law  the  "Patient  Protection 
and  Affordable  Care  Act, "  thereby  initiating  the  most  sisnificant  chanse  to  the  health  care  delivery 
system  that  the  United  States  has  experienced  in  forty  years.  As  the  City  and  County  of  San  Francisco 
("City")  works  to  implement  this  monumental  law,  it  is  an  opportune  moment  to  engage  in  a 
comprehensive  planning  effort  for  health  care  services  in  the  City. 

2.  Section  4.110  of  the  City  Charter  ("Charter")  provides  that  the  Department  of  Public 
Health  and  Health  Commission  shall  provide  for  the  preservation,  promotion  and  protection  of  the 
physical  and  mental  health  of  the  inhabitants  of  the  City  and  County  of  San  Francisco. 

3.  Section  4.105  of  the  Charter  provides  that  the  Planning  Commission  create  and 
maintain  a  General  Plan  consisting  of  goals,  policies  and  programs  for  the  future  development  of  the 
City  and  County  that  take  into  consideration  social,  economic  and  environmental  factors. 
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4^  Section  127340(a)  of  the  California  Health  and  Safety  Code  provides  that  "private  not- 
for-profit  hospitals  meet  certain  needs  of  their  communities  throush  the  provision  of  essential 
healthcare  and  other  services.  Public  recognition  of  their  unique  status  has  led  to  favorable  tax 
treatment  by  the  government.  In  exchange,  nonprofit  hospitals  assume  a  social  obligation  to  provide 
community  benefits  in  the  public  interests.^" 

 The  olimination  of  the  Bay  Area  Health  Systems  Agency  in  1981  and  th© 

ostablishmont  of  a  compotitivo  marketplace  for  health  servicos  as  state  policy  through  state 
logislation  rosultod  in  tho  loss  of  routino  and  comprohonsivo  analysis  of  hoalth  sorvico 
resources,  needs,  trends,  local  impacts  and  related  information  in  the  City  to  guide  decisions 
by  modical  institutions  and  governmental  land  use  decisions.  This  loss  of  information 
promoted  docisions,  both  private-and  public,  that  could  favor  short  torm  individual 
dovolopmonts  over  long  torm,  City-wide  public  policy  goals. 

— Tho  attempt  by  tho  City  to  fill  the  policy  gap  by  passing  Ordinance  Number  279 
07,  roquiring  Implementation  of  Ordinance  279-07.  requiring  the  Department  of  Public  Health 
to  analyze  the  relationship  between  the  Citv's  long  term  health  care  needs  and  facility 
planning  for  medical  institutions,  has  revealed  the  need  for  a  Citv-wide  Health  Care  Services 
Master  Plan  so  that  the  Planning  Department  has  a  tool  to  analvze  individual  institutional 
planning  against  a  more  comprehensive  City  plan,  submission  of  institutional  Master  Plans. 
revealed  tho  nood  to  balance  individual  institutional  planning  with  a  city  wide  plan  within  which 
plans  of  individual  institutions  can  be  assessed  for  their  rolation  to  city-wide  public  policy  goals 
and  the  impacts  in  neighborhoods  and  the  City  as  a  whole 

A  Health  Care  Services  Master  Plan  will  provide  the  Health  Commission,  the  Planning 
Commission  and  Board  of  Supervisors  with  information  and  public  policy  recommendations  to  guide 
their  decisions  to  promote  the  Citv's  land  use  and  policy  soals  developed  in  such  Plan,  such  as 
distribution  and  access  to  health  care  services. 
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Z^S.     A  Health  Care  Services  Master  Plan  will  also  provide  the  Health  Commission,  the 
Plannins  Commission  and  Board  of  Supervisors  with  information  essential  to  disaster  planning  for  the 
City. 

§^9^    The  San  Francisco  Department  of  Public  Health  is  particularly  well  situated  to  create  a 
Health  Care  Services  Master  Plan,  as  it  can  draw  upon  the  innovative  work  of  Building  a  Healthier 
San  Francisco,  including  "The  Living  Community  Needs  Assessment"  which  is  an  up-to-date,  web- 
based,  compilation  of  data  about  community  health  in  neighborhoods  throughout  the  City. 

SEC.  342.1.  DEFINITIONS. 

As  used  in  these  sections  342  to  342.10,  the  following  terms  shall  have  the  following  meanings: 

(a)  "Application"  shall  moan  an  application  Gubtnittod  by  an  ownor  or  operator  of  a 

medical  institution  for  any  City  land  use  approval,  including  but  not  limltGc!  to  a  conditionai  uso 
permit,  variance,  or  other  ontitlemont  requiring  Planning  Commission  or  Zoning  Administrator 
action. 

(fe) —  "Applicant"  shall  mean  an  owner  or  operator  of  a  medical  institution  submitting 
an  application  for  a  land  use  approval  described  in  section  (a)  above. 

(e)  (a)  "Medical  Uselnstitution''.y/zfl//  mean  a  use  as  defined  in  Sections  790.1 14. 
790.44.  890.114.  890.44.  209.3fa).  21 7ra)  and  (c)  of  the  Planning  Code,  excluding  any 
housing  operated  bv  a  medical  provider  or  anv  massage  use.providors  of  healthcare  services, 
such  as  hospitals,  nursing  homes,  skilled  nursing  facilities,  in  patient  hospices,  mental  and 
behavioral  health  facilities,  substance  abuse  and  chemical  dependency  treatment  centers, 
ambulatory  care  centers,  rehabilitation  facilities,  freo  standing  imaging  centers,  surgical 
centers,  birthing  centers,  clinics,  and  medical  office  buildings. 

SEC.   342.2.  HEALTH  CARE  SERVICES  MASTER  PLAN:  COMPONENTS 

(a)      The  Department  of  Public  Health  and  the  Planning  Department  shall  prepare  a  Health 
Care  Services  Master  Plan  that  displays  and  analyzes  information  concerning  the  seosraphy 
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(including  natural  features  of  land,  weather,  and  water  supply),  demosraphy,  epidemiolosv, 
economics/finance,  neighborhood  characteristics,  intensity  of  use,  workforce,  technology,  and 
governmental  policy  pertinent  to  distribution,  access,  quality  and  cost  of  health  care  services  in  the 
City,  including  the  use  of  the  health  care  services  by  patients  from  outside  the  City,  and  referral  of 
patients  from  the  City  to  medical  institutions  located  outside  the  City  limits.  Based  on  this  information, 
the  Health  Care  Sei'vices  Master  Plan  will  identify  existins  and  anticipated  future  needs  for  health  care 
services  compared  to  ayailable  and  anticipated  resources  and  potential  impacts  on  neighborhoods,  and 
make  recommendations  for  improving  the  match  between  needs  and  resources,  as  well  as  where  health 
care  services  may  be  located  within  an  area  of  the  City  without  a  significant  tQJTiinimize  land  use 
burden  on  particular  neighborhoods.  The  Health  Care  Services  Master  Plan  shall  consider 
neighborhood  density,  uses,  transit  and  infrastructure  availability,  traffic  characteristics,  including 
mode  split  among  cars,  public  transit,  bicycles  and  pedestrians. 

fb)      The  Health  Care  Services  Master  Plan  shall,  to  tlie  extent  feasible,  contain  all  of  the 
following  components: 

(1)  Health  System  Trends  Assessment:  The  Health  Care  Services  Master  Plan  shall  describe 
and  analyze  trends  in  health  care  services  with  respect  to  the  City,  including  but  not  limited  to:  disease 
and  population  health  status;  governmental  policy  (at  the  national,  state,  regional  levels):  disaster 
plannim:  clinical  technology:  communications  technology:  payment  for  services:  sources  and  uses  of 
capital  for  investment  in  services:  organization  and  delivery  of  services:  workforce:  community 
obligations  of  providers,  and  any  other  trends  that,  in  the  discretion  of  the  Department  of  Public 
Health,  may  affect  availability,  location,  access  and  use  of  services  in  the  City. 

(2)  Capacity  Assessment:  The  Health  Care  Services  Master  Plan  shall  quantify  the  current 
and  projected  capacities  of  existins  Medical  Uses-med-iGal  institutions  in  San  Francisco,  including 
public  and  private  facilities  and  community  based  and  for  and  non-profit  organizations.  The 
capacity  assessment  shall  describe,  analyze,  and  project  resources  available  for  emergency  services. 
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includins  trauma  services:  acute  hospital  services,  includim  beds  and  services  that  require  specialized 
facility  accommodations:  ambulatoiy  care  services  including  primary  care:  specialty  physician 
services:  hospital-based  and  free-standins  ursent  care  services:  rehabilitation.  Ions  term  care  and 
home  health  services:  and  behavioral  health  services  including  psychiatric  emersency,  mental  health 
and  substance  abuse  services.  In  addition,  the  capacity  assessment  shall  quantify  "surse  capacity" 
needs  in  the  event  of  a  disaster. 

(3)  Land  Use  Assessment:  The  Health  Care  Services  Master  Plan  shall  assess  the  supply, 
need  and  demand  for  Medical  Uses  medical  institutions  in  the  different  neighborhoods  of  the  City: 
the  potential  effects  or  land  use  burdens  of  locating  such  services  in  particular  neighborhoods:  and  the 
potential  for  displacement  of  other  neighborhood-serving  uses  that  may  occur  as  a  result  of  the 
placement  ofMedical  Uses  medical  Institutions. 

(4)  Gap  Assessment:  The  Health  Care  Services  Master  Plan  shall  identify  medical  service 
gaps  across  the  City  and  medically  underserved  areas  for  particular  services  with  reference  to 
geography,  transportation/communication  options,  and  unique  barriers  to  accessing  care,  including 
but  not  limited  to  the  absence  of  cultural  competence,  language,  race,  immigration  status,  gender 
identity,  substance  abuse,  and  public  assistance. 

(5)  Historical  Role  Assessment.  The  Health  Care  Services  Master  Plan  shall  take 
into  consideration  the  historical  role  played,  if  any,  by  medical  uses  in  the  City  to  provide 
medical  services  to  historically  underserved  groups,  such  as  minority  or  low  income 
communities. 

/§§2    Recommendations:  The  Health  Care  Services  Master  Plan  shall  include  policy 
recommendations  to  promote  an  equitable  and  efficient  distribution  of  healthcare  services  in  the  City: 
the  elimination  of  healthcare  service  gaps  and  medically  underserved  areas:  and  the  placement  of 
Medical  Uses  medical  institutions  within  the  City  in  a  manner  that  is  consistent  with  the  character. 
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needs  and  infrastructure  of  the  different  neighborhoods,  and  that  promotes  and  protects  the  public 
health,  safety,  convenience  and  general  welfare. 

SEC.  342,3,  HEALTH  CARE  SERVICES  MASTER  PLAN  PROCESS: 

(a)  Timins  for  Health  Care  Services  Master  Plan  Completion:  The  Department  of  Public 
Health,  or  its  designated  consultant,  shall  work  with  the  Planning  Department  to  complete  a  draft 
Health  Care  Services  Master  Plan  within  twelve  (12)  fHfte-(@^  months  of  the  effective  date  of  this 
ordinance,  which  time  may  be  extended  upon  request  and  by  approval  of  the  Board  of  Supervisors. 

(b)  Preparation  of  the  Health  Care  Services  Master  Plan:  The  Department  of  Public  Health 
shall  hold  at  least  two  publicly-noticed  informational  hearings  and/or  workshops  during  the  course  of 
the  preparation  of  the  draft  Health  Care  Services  Master  Plan.  The  Planning  Department  shall 
participate  in  all  hearings  and/or  workshops. 

(c)  Upon  completion  of  a  draft  Health  Care  Services  Master  Plan,  the  Department  of  Public 
Health  shall  provide  public  notice  of  the  availability  of  the  Health  Care  Services  Master  Plan  draft  for 
public  review.  The  notice  shall  specify  a  period  of  no  less  than  thirty  (30)  days  during  which  written 
comments  will  be  received  by  the  Department  of  Public  Health  and  the  Planning  Department  on  the 
draft  Health  Care  Services  Master  Plan. 

(d)  Public  Hearing:  After  the  close  of  the  written  public  comment  period,  the  Health 
Commission  and  Planning  Commission  shall  hold  a  joint  public  hearing  on  the  draft  Health  Care 
Services  Master  Plan.  The  Commissions  shall  set  the  time  and  date  for  the  hearing  within  a  reasonable 
period,  but  in  no  event  shall  the  hearing  date  be  more  than  thirty  (30)  days  after  the  close  of  the  written 
public  comment  period.  The  Commissions  may  recommend  approval  or  may  request  additional 
information  or  revisions  in  the  Health  Care  Services  Master  Plan.  If  the  Health  Commission  or 
Planning  Commission  requests  significant  or  material  additional  information  or  revisions  for  the 
Health  Care  Services  Master  Plan,  then  the  Health  Commission  and  Planning  Commission  shall  hold 
additional  public  hearings  to  consider  such  changes,  either  jointly  or  separately. 
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(e)  The  Health  Commission  and  the  Planning  Commission  may  recommend  approval  or 
disapproval  of  the  Health  Care  Services  Master  Plan.  Followins  such  recommendations,  the  Board  of 
Supervisors  shall  schedule  a  hearing  to  consider  a  resolution  to  adopt  the  adoption  of  the  Health 
Care  Services  Master  Plan. 

(f)  Plan  Update.  The  Department  of  Public  Health  and  Planning  Department  shall  update 
the  Health  Care  Services  Master  Plan  every  three  (3)  years  including  a  summary  of  changes  since  the 
prior  Health  Care  Services  Master  Plan  was  apyroved.  The  Department  of  Public  Health  and  tiie 
Planning  Department  mav  update  the  Health  Care  Services  Master  Plan  at  anv  time  if  either 
department  believes  an  update  is  necessary.  If  the  departments  are  unable  to  update  the  Health 
Care  Services  Master  Plan  within  three  (S)  years  of  the  prior  update,  they  must  seek  an  extension  of 
time  from  the  Board  of  Supervisors.  The  Health  Commission,  the  Planning  Commission,  and  the  Board 
of  Supervisors  shall  consider  and  approve  periodic  Health  Care  Services  Master  Plan  updates  based 
upon  the  same  procedures  described  in  sub  sections  fa)-fe)  above. 

SEC  342.4.    CONSISTENCY  DETERMINATION  FEE. 

The  Planning  Department  may  charge  and  collect  from-^^  a  Medical  Use  medical 
institution  reouirina  a  Consistencv  Determination  pursuant  seokino  a  land  uso  approval 
subject  to  these  sections  342  to  342.10  a  fee  for  the  preparation  of  the  required  Consistency 
Determination,  in  an  amount  that  does  not  oxceed  tho  actual  cost  of  preparation.  This  fee  shall 
be  sufficient  to  recover  actual  costs  that  the  Department  incurs  and  shall  be  charged  on  a  time 
and  materials  basis.  The  Department  also  mav  charge  for  any  time  and  materials  costs  that 
other  agencies,  boards,  commissions,  or  departments  of  the  Citv.  including  the  City  Attornev's 
Office,  incur  in  connection  with  the  processing  of  the  Consistency  Determination.  Upon 
reouest  of  the  Medical  Use,  the  Department  shall  provide  in  writing  an  estimate  of  the  fee  to 
be  charged,  and  the  basis  for  the  fee.  This  fee  shall  be  payable  at  the  time  the  Consistency 
Determination  Application  application  for  such  land  use  approval  is  submitted. 
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SEC.  342,5.    CONSISTENCY  DETERMINATION. 

(a)  On  January  2.  201 3  or  Uupon  adoption  of  the  Health  Care  Services  Master  Plan. 
whichever  date  is  later,  any  change  of  use  to  a  Medical  Use,  as  defined  in  Section  342.1(a) 
that  would  occupy  10.000  gross  sf  of  floor  area,  or  any  expansion  of  an  existing  Medical  Use 
that  would  add  at  least  5.000  gross  sf  of  floor  area  shall  file  a  Consistency  Determination 
Application  with  the  Planning  Department.  The  Planning  Department  shall  make  findings  that 
the  proposed  or  expanded  Medical  Use  is  consistent  with  the  most  recently  updated  Health 
Care  Master  Plan  recommendations,  the  Planning  Dopartment  shall  review  anv  application 
for  or  by  a  medical  institution  for  a  land  use  approval,  in  order  to  mako  findings  that  a 
proposed  use  is  consistent  with  the  most  recently  updated  Health  Caro  Services  Master 
Plan's  recommendations. 

(b)  (Consistent  Applications.  If  the  Planning  Department  finds,  after  consultation  with  the 
Health  Departmervt.  that  an  application  appears  to  be  on  balance  consistent  with  the 
recommendations  of  the  Health  Care  Services  Master  Plan,  the  Plannins  Department  shall  issue  a 
Consistency  Determination  to  the  applicant,  and  shall  immediately  post  it  on  the  department's  website, 
invitins  interested  persons  to  provide  public  comment  on  the  Consistency  Determination.  The  Planning 
Department  shall  not  take  any  action  on  the  land  use  application  for  a  minimum  of  fifteen  (15)  days 
following  the  issuance  and  notice  of  the  Consistency  Determination.  If  the  Planning  Department 
receives  no  written  objections  to  the  Consistency  Determination  within  fifteen  (15)  days,  the 
Consistency  Determination  is  final.  If  the  Planning  Department  receives  written  objections  setting  forth 
substantive  arguments,  as  determined  bv  the  Planning  Director  and  his  or  her  designee,  that  the 
application  is  not  consistent  with  the  recommendations  of  the  Health  Care  Services  Master  Plan  it  shall 
follow  the  procedures  set  forth  below  for  inconsistent  applications. 

(c)  Inconsistent  Applications.  If  the  Planning  Department  finds  that  an 
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application  appears  to  be  on  balance  inconsistent  with  the  recommendations  of  the  Health  Care 
Services  Master  Plan,  it  shall  submit  the  application  to  the  Health  Commission.  The  Health 
Commission  shall  review  the  application  at  a  public  hearing  and  issue  written  recommendations 
concerning  whether  the  applicant 's  proposal  is  consistent  with  the  recommendations  of  the  Health 
Care  Services  Master  Plan.  If  the  Health  Commission  finds  that  the  application  is  inconsistent  with  the 
Health  Care  Services  Master  Plan,  the  Health  Commission  shall  make  recommendations  to  achieve 
consistency.  If  the  Health  Commission  finds  that  the  application  is  consistent  with  the  Health  Care 
Services  Master  Plan,  it  shall  make  written  findings  to  this  effect.  The  Health  Commission  shall  submit 
its  recommendations  or  written  findings  to  the  Planning  Commission  within  thirty  (30)  days  after 
receipt  of  the  application.  Prior  to  the  Planning  Commission 's  consideration  of  the  Health 
Commission 's  recommendation,  the  applicant  may  amend  its  application  in  an  effort  to  achieve 
consistency  with  the  Health  Care  Services  Master  Plan. 

(d)       Public  Hearing.  The  Planning  Commission  shall  hold  a  public  hearing  to  consider 
public  testimony  regarding  whether  the  application  is  consistent  with  the  recommendations  of  the 
Health  Care  Services  Master  Plan  within  30  davs  after  receiving  the  findings  from  the  Health 
Commission  unless  the  proposed  or  expanded  Medical  Use  includes  other  associated 
entitlements,  at  the  same  time  that  it  considers  the  apDlication  as  a  whole.  If  the  proposed  or 
expanded  Medical  Use  includes  other  entitlements  necessitating  a  Plannino  Commission 
hearing,  the  Planning  Commission  shall  hear  the  Application  for  Consistency  Determination  at 
the  same  time  it  considers  those  other  entitlements.  The  Planning  Commission  shall  consider  the 
recommendations  of  the  Health  Commission  when  making  a  final  decision  whether  or  not  to  issue  a 
Consistency  Determination,  and  shall  make  written  findings  to  this  effect.  The  Planning  Commission 
may  only  approve  an  entitlement  application  for  which  it  did  not  issue  a  Consistency  Determination  if 
countervailing  public  policy  considerations  justify  its  approval  of  the  projoot 
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(e)       City  Consideration  of  Consistency  Determination.  When  a  Consistency 
Determination  is  required  pursuant  to  Section  342.5(a).  The  the  Planning  Department,  the 
Zoning  Administrator  and  all  other  involved  city  agencies  shall  not  approve  any  permit  or  entitlements 
for  a  modical  institution  IVIedical  Use  unless  the  Medical  Use  applicant  obtained  a  Consistency 
Determination  from  the  Planning  Department  or  thePlannins  Commission,  or  the  Planning 
Commission  found  that  countervailing  public  policy  considerations  justify  approval  of  the  application 
despite  its  inconsistency  with  the  Health  Care  Services  Master  Plan. 

SEC.  342.6.  APPEALS. 

(a)  Within  thirty  (30)  days  of  the  issuance  or  denial  of  a  Consistency  Determination  by  the 
Planning  Commission,  any  person  may  file  an  appeal.  If  the  Board  of  Supervisors  has  authority  to 
rgvzgw-the  any  associated  undorlvina  land  use  approval  entitlements,  the  appeal  of  the 
Consistency  Determination  shall  be  filed  with  the  Board  of  Supervisors.  If  the  Board  of  Supervisors 
does  not  have  authority  to  review  anv  associated  entitlement  the  undorlvina  land  use  approval. 
the  appeal  shall  be  filed  with  the  Board  of  Appeals. 

(b)  Appeal  to  the  Board  of  Supervisors:  The  Board  of  Supervisors  shall  hold  a  public 
hearins  on  an  appeal  of  a  Consistency  Determination.  If  the  Board  of  Supervisors,  based  on  all  of  the 
information  before  it,  disagrees  with  the  Planning  Commission 's  decision  to  grant  or  deny  a 
Consistency  Determination,  the  Board  of  Supervisors  may  reverse  such  decision.  The  Board  of 
Supervisor's  decision  shall  be  final. 

(c)  Appeal  to  the  Board  of  Appeals:  The  Board  of  Appeals  shall  hold  a  public  hearing  on 
an  appeal  of  a  Consistency  Determination.  The  Board  of  Appeals  may,  based  on  all  of  the  information 
before  it  and  on  the  affirmative  vote  of  four  of  its  members  (or,  if  a  vacancy  exists,  by  a  vote  of  three 
members),  disagree  with  the  Planning  Commission 's  decision  to  grant  or  deny  a  Consistency 
Determination.  In  such  cases  the  Board  of  Appeals  may  overrule  the  Planning  Commission 's  decision 
and  shall  state  in  writing  the  reasons  for  its  action.  The  Board  of  Appeals '  decision  shall  be  final. 
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(d)  The  Board  of  Supervisors  or  Board  of  Appeal,  as  applicable,  shall  act  on  the 
appeal  of  the  Consistency  Determination  at  the  same  time  it  acts  on  other  entitlements  for  the 
proposed  use.  The  Board  of  Supervisors  or  Board  of  Appeal,  as  appiicable.  may  find  that 
countervailing  public  policy  considerations  justify  approval  of  the  entitlement  despite  any 
inconsistencv  with  the  Health  Care  Services  Master  Plan. 

SEC.  342, 7.     A  UTHORITY  TO  ADOPT  RULES  AND  REGULA  TIONS. 

The  Planning  Director,  in  consultation  with  the  Department  of  Public  Health,  may  prepare 
rules,  regulations,  or  guidelines  to  implement  and  enforce  these  sections  342  to  342.10.  Rules  or 
regulations  prepared  pursuant  to  this  Section  shall  be  adopted  at  a  regular  meetins  of  the  Planning 
Commission,  by  a  maiority  vote  following  a  public  hearins.  provided  that  the  amendment  has  been 
calendared  for  hearing  for  at  least  ten  days. 

SEC.  342.8  PREEMPTION. 

In  adopting  sections  342  to  342.10,  the  Board  of  Supervisors  does  not  intend  to  regulate  or 
affect  the  rights  or  authority  of  the  State  to  take  any  actions  that  are  required,  directed,  or  expressly 
authorized  by  Federal  or  State  law.  This  ordinance  shall  not  apply  to  prohibit  conduct  that  is 
prohibited  by  Federal  and  State  law.  The  ordinance  does  not  intend  to  supplant  or  supersede  any  state 
or  local  land  use  or  environmental  laws  or  regulations,  including  but  not  limited  to  the  City's  land  use 
planning  and  zoning  ordinances  and  the  California  Environmental  Quality  Act. 

SEC.  342. 9.    CITY  UNDERTAKING  LIMITED  TO  PROMOTION  OF  GENERAL 
WELFARE. 

In  undertaking  the  adoption  and  enforcement  of  these  sections  342  to  342.10,  the  City  is 
assuming  an  undertaking  only  to  promote  the  general  welfare.  The  City  does  not  intend  to  impose  the 
type  of  obligation  that  would  allow  a  person  to  sue  for  money  damages  for  an  injury  that  the  person 
claims  to  suffer  as  a  result  of  a  City  officer  or  employee  taking  or  failing  to  take  an  action  with  respect 
to  any  matter  covered  by  these  sections. 
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SEC,  342.10,  SEVERABILITY. 

If  any  of  the  provisions  of  these  sections  342  to  342.10  or  the  application  thereof  to  any  person 
or  circumstance  is  held  invalid,  the  remainder  of  these  sections,  including  the  application  of  such  part 
or  provisions  to  persons  or  circumstances  other  than  those  to  which  it  is  held  invalid,  shall  not  be 
affected  thereby  and  shall  continue  in  full  force  and  effect.  To  this  end,  the  provisions  of  these  sections 
are  severable. 

Section  3.  This  Section  is  uncodified. 

The  Board  of  Supervisors  hereby  urges  the  Planning  Commission  to  initiate  a  General 
Plan  Amendment  pursuant  to  Section  340  of  the  Planning  Code,  to  bring  the  Health  Care 
Services  Master  Plan  within  the  General  Plan. 


APPROVED  AS  TO  FORM: 
DENNIS  J.  HERRERA,  City  Attorney 


By: 


ANDREA^ 
Deputy  Ofcf 


IDE 
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Date  Passed:  November  23,  2010 


Ordinance  amending  the  San  Francisco  Planning  Code  by  adding  Sections  342  to  342.10  requiring  ttie 
preparation  of  a  Health  Care  Sen/ices  IVlaster  Plan  identifying  the  current  and  projected  needs  for,  and 
locations  of,  health  care  services  within  San  Francisco  and  recommending  how  to  achieve  and  maintain 
appropriate  distribution  of,  and  equitable  access  to,  such  services;  requiring  that  any  change  of  use  to 
a  Medical  Use,  as  defined,  that  will  occupy  a  space  exceeding  10,000  gross  square  feet  of  floor  area, 
or  an  expansion  of  any  existing  Medical  Use  by  at  least  5,000  gross  square  feet  of  floor  area  obtain  a 
Consistency  Determination  from  the  Planning  Commission  or  the  Planning  Department  determining 
that  the  proposed  use  or  expansion  promotes  the  goals  recommended  in  the  Master  Plan;  providing 
fees  for  time  and  material  costs  incurred  to  prepare  the  Consistency  Determination,  and  making 
findings,  including  findings  of  consistency  with  the  General  Plan  and  the  eight  priority  policies  of 
Planning  Code  Section  101.1  and  environmental  findings. 

November  01,  2010  Land  Use  and  Economic  Development  Committee  -  CONTINUED 

November  15,  2010  Land  Use  and  Economic  Development  Committee  -  AMENDED,  AN 
AMENDMENT  OF  THE  WHOLE  BEARING  NEW  TITLE 

November  15,  2010  Land  Use  and  Economic  Development  Committee  -  RECOMMENDED  AS 
AMENDED  AS  A  COMMITTEE  REPORT 

November  16,  2010  Board  of  Supervisors  -  PASSED  ON  FIRST  READING  AS  AMENDED 
Ayes:  8  -  Avalos,  Campos,  Chiu,  Daly,  Dufty,  Mar,  Maxwell  and  Mirkarimi 
Noes:  3  -  Aiioto-Pier,  Chu  and  Elsbernd 

November  16,  2010  Board  of  Supervisors  -  AMENDED 

Ayes:  1 1  -  Alioto-Pier,  Avalos,  Campos,  Chiu,  Chu,  Daly,  Dufty,  Elsbernd,  Mar, 
Maxwell  and  Mirkarimi 

November  23,  2010  Board  of  Supervisors  -  FINALLY  PASSED 

Ayes:  8  -  Avalos,  Campos,  Chiu,  Daly,  Dufty,  Mar,  Maxwell  and  Mirkarimi 
Noes:  3  -  Alioto-Pier,  Chu  and  Elsbernd 


City  and  County  of  San  Francisco 
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Printed  at  11:50  am  on  11/24/10 


File  No.  101057  I  hereby  certify  that  the  foregoing 

Ordinance  was  FINALLY  PASSED  on 
11/23/2010  by  the  Board  of  Supervisors  of 
the  City  and  County  of  San  Francisco. 


Angela  Calviflo 
Clerk  of  the  Board 


UNSIGNED  DECEMBER  3,  2010 


Mayor  Gavin  Newsom  Date  Approved 


Date:  December  3,  2010 

I  hereby  certify  that  the  foregoing  ordinance,  not  being  signed  by  the  Mayor  within  the  time  limit  as 
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Appendix  B:  HCSMP  Medical  Use  Clarification  Table  +  Summary 


San  Francisco  Ordinance  No.  300-10  requires  that  land  use  applications  falling  under  the  "medical  use" 
sections  of  the  Planning  Code  and  meeting  certain  size  thresholds  be  compared  for  consistency  against 
the  HCSMP.  While  not  necessarily  exhaustive,  the  following  table  and  outline  define  types  of  projects 
subject  to  the  HCSMP  consistency  determination  process  provided  they  meet  size  the  size  thresholds 
specified  by  San  Francisco  Ordinance  No.  300-10.  The  table  also  notes  some  project  types  which,  while 
not  subject  to  the  HCSMP  consistency  determination  process,  did  inform  HCSMP  Task  Force  discussions 
between  July  2011  and  May  2012. 


Entity 

Defined  as  "medical  use" 

Subject  to  Consistency 

Relevant  to  HCSMP 

in  the  HCSMP  Ordinance?^ 

Determination  if  they 
meet  size  thresholds?^ 

Task  Force 

discussion? 

Offices  of  Health  Care  Professionals 

Yes 

Yes 

Yes 

Licensed  by  State  Board  (e.g.. 

physicians,  psychologists. 

acupuncturists,  etc.) 

Clinics  Providing  Outpatient  Medical 

Yes 

Yes 

Yes 

and  Psychiatric  Care  or  Other  Health 

Services 

Public  or  Private  Hospitals,  Medical 

Yes 

Yes 

Yes 

Centers,  or  Other  Medical  Institutions 

Massage  Therapists 

No 

No 

No 

Housing  Operated  by  a  Medical 

No 

No 

No 

Provider  (e.g.,  employee  or  student 

dormitories  and  other  housing 

operated  by  and  affiliated  with  the 

institution) 

Skilled  Nursing  Facilities 

Yes 

Yes 

Yes 

Residential  Care  Facilities  (RCF),  a.k.a. 

No^ 

No 

Yes 

Board  and  Care 

Adult  Day  Health  Centers 

Yes 

Yes 

Yes 

(Due  for  Elimination  March  31,  2012) 

Community  Based  Adult  Services 

Yes 

Yes 

Yes 

(Replacing  Adult  Day  Health) 

Program  for  All-inclusive  Care  for  the 

Yes 

Yes 

Yes 

Elderly  (PACE)  Facilities 

Residential  Treatment  for  Mental 

No 

No 

Yes 

Health  or  Substance  Use  Issues 

In-Home  Support  Services 

No 

No 

Yes 

Agencies/ Administrative  Offices 

Permanent  Supportive  Housing 

No 

No 

Yes 

Medical  Respite  +  Sobering 

No 

No 

Yes 

Medical  Cannabis  Dispensaries 

No' 

No 

No 

^  Per  San  Francisco  Ordinance  No.  300-10,  "'Medical  Use'  shall  mean  a  use  as  defined  in  Sections  790.114,  790.44, 
890.114,  890.44,  209.3(a)  and  (c)  of  the  Planning  Code,  excluding  any  housing  operated  by  a  medical  provider  or 
any  massage  use." 

^  Certain  land  use  applications  falling  under  the  "medical  use"  sections  of  the  Planning  Code  must  be  compared  for 
consistency  against  the  Health  Care  Services  Master  Plan.  Please  see  San  Francisco  Ordinance  No.  300-10,  Section 
342.5  for  more  information. 

^  RCFs  are  listed  under  Planning  Code  Sections  209.3  (b)  &  (c),  790.50  (e),  and  890.50  (e). 
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Medical  Use 


•  Offices  of  health  care  professionals  licensed  by  State  board 

•  Clinics  providing  outpatient  medical  and  psychiatric  services  as  well  as  other  health  services 

•  Public  or  private  hospitals,  medical  centers,  or  other  medical  institutions 

•  Skilled  Nursing  Facilities 

•  Adult  Day  Health  Centers  (due  for  elimination  as  of  March  1,  2012) 

•  Community  Based  Adult  Services  (to  replace  Adult  Day  Health  Centers) 

•  Program  for  All-inclusive  Care  for  the  Elderly  (PACE)  Facilities 


Non-Medical  Use 


•  Massage  therapists 

•  Residential  Care  Facilities  (a.k.a.,  board  and  care) 

•  Housing  operated  by  a  medical  provider 

•  Residential  treatment  for  mental  health  and  substance  use  issues 

•  in-Home  Support  Services  Agencies/Administrative  Offices 

•  Permanent  supportive  housing 

•  Medical  Respite  +  Sobering 

•  Medical  cannabis  dispensaries 


General  Note 


For  sites  zoned  for  multiple  uses,  only  the  portion  of  the  site  classified  as  medical  use  w/ould  be  subject 
to  an  HCSMP  Consistency  Determination  provided  one  of  the  size  threshold  criteria  is  met. 


Medical  cannabis  dispensaries  are  listed  under  Planning  Code  Sections  209.3  (k),  790.141,  and  890.133. 
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Appendix  C:  HCSMP  Task  Force  Roster 


Name 

Representing 

Dr.  Tomas  Aragon,  Task  Force  Co-Chair 

San  Francisco  Department  of  Public  Health 

Roma  Guy,  Task  Force  Co-Chair 

At-Large  Seat 

Kathy  Babcock 

San  Francisco  Unified  School  District 

Margaret  Baran 

Long-Term  Care  Coordinating  Council 

Brian  Basinger 

AIDS  Housing  Alliance 

Michael  Bennett 

At-Large  Seat 

Aine  Casey 

Independent  Living  Resource  Center 

Eddie  Chan 

Northeast  Medical  Services 

James  Chionsini  (Alternate:  Donna  Willmott) 

Planning  for  Elders  in  the  Central  City 

Cecilia  Chung 

San  Francisco  Health  Commission 

Masen  Davis  (Alternate:  Kara  Desiderio) 

Transgender  Law  Center 

Regina  Dick-Endrizzi 

Small  Business 

Linda  Edelstein 

Human  Services  Agency 

Steve  Fa  Ik 

San  Francisco  Chamber  of  Commerce 

David  Fernandez 

LGBT  Executive  Directors  Association 

Steve  Fields 

Human  Services  Netv^/ork 

Claudia  Flores  (Alternate:  Elizabeth  Watty) 

San  Francisco  Planning  Department 

Stuart  Fong 

Chinese  Hospital 

Estela  Garcia 

Chicano/Latino/lndigena  Health  Equity  Coalition 

John  Gressman 

San  Francisco  Community  Clinic  Consortium 

Jay  Harris  (Alternate:  Melissa  White) 

UCSF  Medical  Center 

Dr.  Michael  Huff 

African  American  Health  Disparities  Project 

Lucy  Johns 

At-Large  Seat 

Paul  Kumar 

National  Union  of  Healthcare  Workers 

Perry  Lang 

BCA/Rafiki  Wellness,  African  American  Leadership  Group 

Barry  Lawlor 

Sister  Mary  Philippa  Health  Center,  St.  Mary's  Medical 
Center 

Judy  Li  (Alternates:  Emily  Webb,  Russell  Lee) 

California  Pacific  Medical  Center 

Mary  Lou  Licwinko 

San  Francisco  Medical  Society 

Le  Tim  Ly 

Chinese  Progressive  Association 

Anson  Moon 

San  Francisco  General  Hospital  and  Trauma  Center 

Timothy  N.  Papandreou  (Alternates:  Carii 
Paine,  Frank  Markowitz) 

San  Francisco  Municipal  Transportation  Agency 

Roxanne  Sanchez 

Service  Employees  International  Union  Local  1021 

Ellen  Shaffer 

At-Large  Seat 

Christina  Shea 

Asian  Pacific  Islander  Health  Parity  Coalition 

Ron  Smith 

Hospital  Council  of  Northern  California 

Brenda  Storey 

Mission  Neighborhood  Health  Center 

Kim  Tavaglione 

California  Nurses  Association 

Maria  Luz  Torre 

San  Francisco  Health  Plan  Advisory  Committee 

Eduardo  Vega 

Mental  Health  Association  of  San  Francisco 

Randy  Wittorp  (Alternate:  Elizabeth  Ferber) 

Kaiser  Permanente 

Abbie  Yant  (Alternates:  Allan  Fox,  Shay 
Strachan) 

St.  Francis  Memorial  Hospital 
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Appendix  D:  Neighborhood-Specific  Health  Profiles 


Between  July  2011  and  May  2012,  the  HCSMP  Task  Force  conducted  10  public  meetings  for  the 
purposes  of  member  discussion,  engaging  community  members  in  dialogue,  and  informing  the  final 
HCSMP.  Of  those,  four  Task  Force  meetings  took  place  in  different  community  locations  to  ensure 
transparency  and  opportunity  for  community  feedback.  SFDPH  and  Planning  selected  these  four 
neighborhood  areas  based  on  quantitative  data  indicating  that  residents  in  these  geographic  areas  face 
higher  rates  of  health  disparities.  These  four  neighborhood  areas  were  grouped  as  follows: 


•  Bernal  Heights,  Mission,  Excelsior 

•  Chinatown,  Tenderloin,  SOMA,  Civic  Center 

•  Western  Addition,  Richmond,  Sunset 

•  Bayview-Hunters  Point,  Visitacion  Valley 


To  inform  Task  Force  member  discussion  and  community  dialogue,  consultant  Harder  +  Company 
Community  Research  developed  health  profiles  for  each  of  the  four  neighborhood  areas.  Please  find 
English  versions  of  the  four  profiles  in  the  pages  that  follow.  Spanish  and  Chinese  versions  of  each 
profile  are  available  via  the  SFDPH  website. 
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Your  Neighborhood  at  a  Glance: 
Bernal  Heights,  Mission,  Excelsior,  OMI 

rhe  following  data  represent  your  neighborhood  areas  and  is  presented  here  to  help  you  consider  assets  and  challenges  related 
to  accessing  needed  health  services  in  your  neighborhood.  These  data  primarily  describe  zip  codes  941 1 0  and  941 12. 

Your  Neighborhood  Characteristics 


Population  by  age,  2000^ 

I  Bernal,  Mission, 


60.7% 


,62.7% 


Excelsior 
■  San  Francisco 

155% 

12.1%  123%n.5o/„ 

0-14  15-24 

25- 

64 

65+ 

Population  by  race/ethnicity,  2000^ 


White 
Hispanic/Latino 
Asian 

Some  other  race 
Black/ African-American 
2  or  more  races 
American  Indian  and  Alaska  Native 
Native  Hawaiian/other  Pacific  Islander 


41.4% 

■■■■  49.7% 


65% 


6.0% 
7.8°/ 


6.0% 
,  43% 


14.1% 


16.2% 


332% 


29.4% 
■  30.8% 


03% 
05% 


Bernal,  Mission,  Excelsior 
E;  San  Francisco 


Highest  level  of  education  attained,  2000^ 


i  Bernal,  Mission, 
Excelsior 

HSan  Francisco 


26.2% 


50.6% 


35.4% 


37.9%' 


30.7% 


Less  than  high  school        High  school  or        More  than  high  school 
equivalent 


Languages  spoken  at  home, 
population  over  5  years. 

Bernal,  Mission, 
Excelsior 
(n= 142,292) 

San  Francisco 
(n=595,805) 

2000' 

% 

% 

English  only 

40.6 

54.3 

Spanish 

29.6 

12.0 

Chinese 

15.3 

18.0 

Tagalog 

7.7 

3.9 

Vietnamese 

0.9 

1.2 

Population  living  in  poverty  and  median  HH  income,  2007^ 


Family  structure,  2000^ 


Mssion 
Bernal  Heights 
B<celsior 
Ocean  View 
Qjter  Mssion 
San  Francisco 


11%  $78,369 
90/0  $65,416 

8%  $70,499 

8%  $80,312 

BBMMW  $73,528 


17%  $61,817 


SF,  40% 


SF,17% 


■  Mission 
Bernal  Heights 

■  Excelsior 

■  Ocean  View 
■Outer  Mission 


SF,  5% 


In  201 1  unemployment  in  San  Francisco  was  9 
percent  compared  to  4  percent  in  2007. 


%  families  with  children     %  female-headed  %  male-headed 

under  18  families  with  under  18   families  with  under  18 


Healthcare  Resources  Used  in  Your  Neighborhood 

h   96.5  Percentage  of  San  Franciscans  ages  0-64  who  either  have  health  insurance  or  are  enrolled  in  Healthy  San 
Francisco  {FY2008-2009).^ 


Sources  of 
payment  for 
health  services, 
2009= 


Private  Ins. 
Medicare 
Medi-Cal 
Self  pay 
All  other 


2.6% 
2.6% 


.1% 


i  3.5 


17.8% 


36.0% 


44.4% 


•  31.6% 
30.6% 


25.6% 


IjBernal,  Mission,  &  Excelsior 
BSan  Francisco 


Top  10  most  used 
hospitals  by 
neighborhood 
residents.  2009= 


San  Francisco  General 
CPMC  -  Pacific  Campus 
St  Lul<e's  Hospital 
Kaiser  Hosp  -  Geary  SF 
UCSF  Medical  Center 
Seton  Medical  Center 
St  Mary's  Medical  Center 
Kaiser  Hosp  -  S.  San  Francisco 
St  Francis  Memorial  Hospital 
Chinese  Hospital 


16.1% 


24.6% 


17.0%^ 


142% 


14.0% 


I  27.6% 


1?  Bernal,  Mission,  &  Excelsior 
■  San  Francisco 


Primary  care  health  centers  located  in 
94110,94112(2009)= 

#  Patients  Seen 

#  Services 
Provided 

%  Public  Ins. 
(not  incl.  co 
indigent) 

%  County 
Indigent 

%  Free 

%  Private 
Ins./Cash 

Mission  Neighborhood  Health  Center 

10,717 

38,822 

64.5% 

7.1% 

20.3% 

8.1% 

St  Luke's  Healthcare  Center  -  Women's  Health 

7,500 

24,565 

35.0% 

0% 

0% 

65.3% 

SF  Community  College  Student  Health  Services 

6,483 

21,704 

0% 

0% 

4.4% 

95.6% 

St  Luke's  Healthcare  Center  -  Pediatric  Clinic 

3,898 

11,410 

7.7% 

0% 

0% 

92.3% 

Native  American  Health  Center 

3,719 

12,657 

42.9% 

0.1% 

0% 

57.0% 

St  Luke's  Healthcare  Center  -  Adult  Medicine 

2.905 

10,034 

26.5% 

0% 

0% 

73.4% 

Chinese  Hospital  Excelsior  Health  Services 

2,561 

5,596 

54.7% 

0% 

0.4% 

44.9% 

Mission  Neighborhood  Health  Center  -  Excels. 

1,954 

7,106 

47.5% 

4.4% 

23.5% 

24.6% 

Instituto  Familiar  de  la  Raza 

346 

6,244 

30.0% 

0% 

0.9% 

69.1% 

On  Lok  Sr.  Health  Services  -  Mission  Center 

61 

4,100 

0% 

0% 

0% 

100.0% 

1 2.1  % 


Percent  charity  SF  Average,  7.7%  7.4% 

care  applications   

by  supervisorial 
district,  2009*^ 


District  9:  Mission,  Bernal 


District  1 1 :  Excelsior,  Mission 
Terrace,  Ingleside,  Oceanview, 
Merced  Heights 


Health  Status  in  Your  Neighborhood 


Leading  causes  of  death*,  2009^ 

Heart  Disease 


Cancer 
Stroke 

Alzheimer's  Disease 
Influenza  and  Pneumonia 
nintentional  Injuries  and  Accidents 
Zhronic  Lower  Respiratory  Disease 
Chronic  Liver  Disease/Cirrhosis 
Diabetes 


.4% 
24.6% 


gBemal,  Mssion,  &  Excelsior 
H  San  Francisco 


,145 


*"Other  Causes"  account  for  24.6%  of  deaths  in  these  neighborhoods  and  22.9%  of 
deaths  in  SF.  These  causes  may  include  suicide,  violence/trauma,  AIDS,  infeaions 
and  other  unspecified  causes. 


Leading  liospitalizations  per  1 0,000, 2009" 

Congestive  hfeart  Failure 
Bacterial  Pneurmnia 
Diabetes 
Urinary  Traa  Irfections 
Asthna 

Chronic  Obstructive  Pulnnonary  asader 
Adult  AsthrrB 
Long  term  Complications  of  Habetes 
Imm  Preventable  Pneuronia/lnfluenza 
Aicohd  Abuse 


1^27 


1B.B 
113 


a? 

,9.9 


„9.8 

°-'      Bemal,  Mssiorv  &  bccelsia 


1^1  iSanFrardsco 
185 


Preventable  emergency  room  visits  per  10,000, 2009" 

SF,  237.8 


214.6 

Bernal,  Mission 


Excelsior,  Ocean  View,  Ingleside 


Conditions  for  preventable  ER  visits  include  primary  care  services 
such  as  pregnancy,  eye  exams  as  well  as  bacterial  infections. 
Individuals  and  families  without  access  to  primary  care  services 
often  seek  treatment  in  emergency  rooms. 


Leading 

Preventable  ff!  Visits 
Urinary  Tract  Infections 
Aicohd  Abuse 
AsthTB 
Adult  Asthma 
Bacterial  PneLrronia 
Diabetes 
Dehydction 

Chronic  Obstructive  Pulnnonary  Disorder 
Congestive  Hfeart  Failure 


emergency  room  visits  per  1 0,000, 2009" 


Bemal,  Mssion  &  Excelsior 
ISanFrardsco 


Births  in  San  Francisco,  2009' 


35.30% 


£  1  -,nfi/  •    E  Births  to  IVbthers  35+ 

O  I  ,/U7D 

B  Births  to  IVbthers  20-34 
Births  to  Mothers  under  20 

3.00%'"^  


Mission,  Bemal,  &  Excelsior         San  Francisco  County 
n=1,985  n=8763 


Percent  of  mothers  who  receive  NO  prenatal  care 
in  the  first  trimester,  2009^ 


175% 


145% 

SF  Rate,  125% 

94110 

94112 

+    Rate  of  low-weight  babies  in  these 
neighborhoods  is  slightly  lower  than 
SF  County  at  6.0%  compared  to  6.7%. 


I 


Health  Status,  continued 

Pediatric  asthma  hospitalizations  per  10,000,  2008" 

15.5 

11.9 


Bernal,  Mission,  &  Excelsior 


San  Francisco 


Obesity  in  San  Francisco  by  Race/Ethnicity,  2009^' 


Latino 


African-American 


White 


Asian 


San  Francisco 
California 


Safety  in  Your  Neighborhood 


Pedestrian  injuries  and  deaths  per  1 00,000  (2004-2008)^ 


Homicides  per  1,000  (2005-2007)^ 


Mssion 
Outer  Mssion 
Bemal  Heights 
B<celsior 
Ocean  View 
San  Francisco  County 


109 


101 


70 


48 


 ^101 


g  Very  unsafe  or  unsafe 

Residents'  perceived  safety  during  day,  2009^      i  Neither  safe  nor  unsat 

rVfery  safe  or  safe 


District  9:  Mission,  Bernal 
Heights 

District  11:  Excelsior, 
Mission  Terrace,  Ingleside, 
Ooeanview,  Merced  Heights 


San  Frandsco  County 


4%  16% 

81% 

21% 

64% 

84% 

Residents'  perceived  safety  during  night,  2009^ 


M  Very  unsafe  or  unsa 
^  Neither  safe  nor  uns 
Very  safe  or  safe 


District  9:  Missicn  Bernal 

Heights 

■K  33% 

mi 

32% 

District  11 :  Excelsior,  Mission 
Terrace,  Ingieside,  Oceanview, 

W/L  49% 

28% 

Merced  Heights 

San  Frandsco  Cburty 

23% 

52% 

Mssion 
Ocean  View 
Bemal  Heights 
Excelsior 
Outer  Mssion 
San  Francisco  County 

Mssion 
Bemal  Fbi^ 
Excel  siCT 
Outer  Mssion 
Ocean  View 
San  Frandsco  Cotnty 


REFERENCES 


0.3 


0.2 
0.2 


0.1 


0.3 


Physical  assaults  per  1,000  (2005-2007)^ 

34 
32 
32 

23 


05 


69 


1 .  US  Census  Bureau,  Census  2000 

2.  San  Francisco  Depaitment  of  Public  Health,  The  Healthy  Developmenr 

Measurement  Tool  {HDMT) 

3.  US  Bureau  of  Labor  Statistics 

4.  Health  Matters  in  San  Francisco 

5.  Office  of  Statewide  Health  Planning  and  Development,  Healthcare 
Information  Division 

5.     San  Francisco  Department  of  Public  Health,  Charity  Care  Report  Fiscal  Year 
2009 

7.     Califoi-nia  Department  of  Public  Health,  Death  Profiles  by  ZIP  Code 
B.     California  Department  of  Public  Health,  Birth  Profiles  by  ZIP  Code 

9.  Ssn  Francisco  Department  of  Piibiic  Health,  Maternal,  Child  and 
Adolescent  Health 

10.  California  Health  Interview  Survey  (CHiS),  CHiS  2009.  Adult  Public  Use  File. 
UCLA  Center  for  Health  Policv  Research 
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coi 


Your  Neighborhood  at  a  Glance: 
Chinatown,  Central  City,  South  of  Market 

The  following  data  represent  your  neighborhood  areas  and  is  presented  here  to  help  you  consider  assets  and  challenges  related 
to  accessing  needed  health  services  in  your  neighborhood.  These  data  primarily  describe  zip  codes  94102,  94103,  and  94104 
(Downtown/Civic  Center,  SoMa);  941 08  (Chinatown),  and  941 09,  and  941 33  (Financial  District,  Nob  Hill,  North  Beach,  Russian  Hill 


Your  Neighborhood  Characteristics 


Population  by  age,  201 0^ 


I  Chinatown 

Downtown/Civic  Ctr., 
SoMa 

I  Financial  Dist,  Nob  Hill, 
No  Beach,  Russian  Hill 


■  San  Francisco 


Highest  level  of  education  attained,  2000' 

■  Chinatown 

Downtown/Civic  Ctr,  SoMa 
I  Financial  Dist,  Nob  Hill,  No  Beach,  Russian  Hill 
iSan  Frandsco 


68% 


White 

Asian/ 
Native  HI/ 
ahPac  Isl 

Hispanic/ 
Latino 

Black/ 
Afrlcan-Amer 

Some  other 
race 

2  or  more 
races 

Amer  Indian 
&AK  Native 


Population  by  race/ethnicity,  2007'^ 


55% 


53% 
54°/' 


90% 


43% 


1% 
^  4% 


.-.2%, 


0% 
3% 

,,1% 
-.  3% 

1% 
3% 
„  1% 
2% 

0% 
1% 


13% 

z:j  14% 


■Chinatown 

BDowntowrv'Civic  Ctr.,  SoMa 

■  Rnancial  Dist  NobHIl,  No  Beach,  Russian  HII 

■San  Francisco 


Less  than  high  school       High  school  or  equivalent 
Population  living  in  poverty  and  median  HH 


More  than  high  school 
income,  2000' 


Chinatown 


ntown/Civic  Ctr,  SoMa 


incial  Dist,  Nob  Hill,  No 
Beach, Russian  Hill 


San  Francisco 


Languages 
spoken  at 
home, 
population  over 

Central  City  & 
SoMa  (94102, 
94103,94104) 
(n=83,351) 

Chinatown 
(94108) 

(n=26,668) 

Nob  Hill,  Russ. 
Hill,  Polk,  Nrth 
Beach,  Tel.  Hill 
(94109,94133) 
(n=1 31,804) 

San  Francisco 
(n=745,560) 

5  years,  2000' 

% 

% 

% 

% 

English  only 

57 

43 

57 

54 

Chinese 

14 

43 

22 

18 

Spanish 

8 

3 

6 

12 

Tagalog 

6 

2 

2 

4 

Russian 

3 

0.3 

2 

2 

Family  structure,  2000^ 

16%  $31,542 


SF,40% 


24%  $22,697 


■  Chinatown 

■  Financial  District 
E  North  Beach 


Downtown/Civic  Center 
E  Nob  Hill 
□  Russian  Hill 


13%  $42,217 


11%  $55,221 


+    In  201 1  unemployment  in  San  Francisco  was  9 
percent  compared  to  4  percent  in  2007. 


SF,  5% 


%  families  with  children    %  female-headed  families 
under  18  with  children  under  18 


%  male-headed  families 
with  children  under  18 


Healthcare  Resources  Used  in  Your  Neighborhood 

96.5  Percentage  of  San  Franciscans  ages  0-64  who  either  have  health  insurance  or  are  enrolled  in  Healthy  San 


Francisco  (FY2008-2009). 

Private  Ins. 


Sources  of 
payment  for 
health  services, 
2009= 


Medicare 


Medi-Cal 


Most  used 
hospitals  by 
neighborhood 
residents, 
2009= 


Self  pay 

All  other 

CPMC- Pacifies, 
California  Campus 

San  FranciscoGeneral 
Hospital 

St.  Francis  Memorial 
Hospital 

UCSF  Medical  Center 
Kaiser  Hosp  -  Geary  SF 
Chinese  Hospital 
St.  Mary's  Medical  Center 
St.  Luke's  Hospital 


30% 


20% 


34% 


44% 


50% 


:  31% 


45% 


15% 


2% 
3% 


3% 


4% 


7% 


34% 


■  Chinatown 

Downtown/Civic Ctr.,  SoMa 
^Financial  Dist,Nob  Hill, No  Beach,  Russian  Hill 
^San  Francisco 


■  28% 


34% 


33% 


16% 


5% 


12% 


24% 


10% 


I  Chinatown 
Downtown/Civic  Ctr.,  SoMa 
I  Financial  Dist,  Nob  Hill,  No  Beach,  Russian  Hill 
2 San  Francisco 


Primary  care  health  centers  located  in 
941 02, 941 03,  941 04, 941 08, 941 09,  941 33 
(2010)= 

#  Patients 
Seen 

#  Services 
Provided 

%  Public  Ins. 
(not  incl.  co 
Indigent) 

%  County 
Indigent 

%  Free 

%  Private 
Ins./Cash 

North  East  Medical  Services 

28,876 

131,194 

48% 

0% 

1% 

52% 

South  of  Market  Health  Center 

6,140 

17,780 

19% 

0% 

35% 

46% 

Haight  Ashbury  Integrated  Care  Center 

4,220 

5,821 

19% 

0% 

64% 

17% 

St.  Anthony  Free  Medical  Clinic 

3,420 

6,813 

0% 

0% 

1 00% 

0% 

Glide  Health  Services 

3,202 

1 7,094 

21% 

39% 

0% 

40% 

Lyon-Martin  Women's  Health  Services 

2,566 

11,167 

12% 

0% 

0% 

88% 

Curry  Senior  Center 

1,589 

12,481 

77% 

3% 

0% 

20% 

BaartTurk  Street  Clinic 

827 

3,689 

59% 

0% 

17% 

23% 

Baart  Market  Clinic 

588 

1,757 

46% 

0% 

49% 

6% 

St.  James  Infirmity 

550 

2,044 

6% 

0% 

94% 

0% 

AHF  Healthcare  Center  -  San  Francisco 

424 

2,411 

44% 

0% 

52% 

4% 

On  Lok  Senior  Health  Services  -  Bush  St. 

335 

30,797 

1 00% 

0% 

0% 

0% 

On  Lok  Senior  Health  Services  -  Powell 

158 

11,840 

100% 

0% 

0% 

0% 

On  Lok  Senior  Health  Services 

79 

6,867 

100% 

0% 

0% 

0% 

Percent  charity 
care  applications 
by  supervisorial 
district,  2009* 


District3:North  Beach, Chinatown,  District  6:Tenderloin,  South  of  Market, 

Telegraph  Hill,  Russian  Hill,  Polk  North  M  ission,  Civic  Center.South 

Street.Nob  Hill, Union  Square,  Beach, Mission  Bay, Treasure 

Financial  District,  Barbarv  Coast  and  Is  land /Verb  a  Buena  Island  and 


Health  Status  in  Your  Neighborhood 


Heart  Disease 


Cancer 


Leading  causes 

of  death         Unintentional  Injuries  and  Accidents 
(burden  of 
disease)*, 
2009' 

Chronic  Lower  Respiratory  Disease 
Influenza  and  Pneumonia 
Alzheimer's  Disease 
Diabetes 

Intentional  Self  Harm  (Suicide) 
Preventable  emergency  room  visits  per  10,000, 2009^* 

445 


19% 


30% 


"r|'°^5% 


3% 


5% 
5% 


14% 


9% 


*"Other  Causes"  account  for  an  average  of  24%  of  deaths  in 
these  neighborhoods  and  26%  of  deaths  in  SF.  These  causes 
may  include  chronic  liver  disease/cirrhosis,  essential 
hypertension  &  hypertensive  renal  disease,  nephritis, 
violence/trauma,  AIDS,  infections  and  other  unspecified  causes. 


4% 


0%. 


,3% 


■Chinatown 


■Downtown/Civic  Ctr,  SoMa 


■  Financial  Dist,  Nob  Hill,  No  Beach,  Russian 
Hill 


2% 


2% 


452 


328 


SF:238 


193 


■San  Francisco 

Bacterial  Pneumonia 
Congestive  Heart  Failure 
ChronicObstruaive  Pulmonary  Disorder 
Alcohol  Abuse 
Diabetes 
Urinary  Tract  Infections 
Long  term  Complications  of  Diabetes 
Adult  Asthma 


Leading  hospitalizations  per  10,000,  2009" 


Chinatown       Nob  Hill,  Russian     North  Beach,      South  of  Market  Tenderloin, 
Hill,  Polk        Telegraph  Hill,  Hayes  Valley, 

Chinatown  North  of  Market 

Conditions  for  preventable  ER  visits  include  primary  care  services 
such  as  pregnancy,  eye  exams  as  well  as  bacterial  infections. 
Individuals  and  families  without  access  to  primary  care  services 
often  seek  treatment  in  emergency  rooms. 

Leading  emergency  room  visits  per  10,000, 2009" 

Alcohol  Abuse  iggBgBtBBBBHK 
pmmmmt^m^  .36 

Urinary  Tract  Infections 

Asthma 

Adult  Asthrra 

onicObstructive  Pulmonary  Disorder  \ 

Bacterial  Pneumonia 

Dehydration 

Diabetes  % 

Congestive  Heart  Failure  u  "c 
"i  2 

3ng-TermConrplicationsof Diabetes  «  g 


Asthnna 
Dehydration 


70 


59 


■  Chinatown 
Dow/ntown/GvicCtr.,  SoMa 

■  Finandal  Dist, Nob  Hill,  No 
Beach,  Russian  Hill 

1  San  Frandsco 


Births  in  San  Francisco,  2010^ 


34 


P  3 


25 


27 


22 


■  Chinatown 
Downtown/QvicCtr,  SoMa 

■  Finandal  Dist,  Nob  Hill,  No  Beach,  Russian 
Hill 

^;  San  Frandsco  '  "i" 


24% 

38% 

V  Births  to  Mothers 

35+ 

1  Births  to  Mothers 
20-34 

I 

! 

Births  to  Mothers 
under  20 

1 

5% 

2% 

3% 

Chinatown       Downtown/Civic  Ctr.,  Rnancial  Dist  Nob  San  Francisco  County 
SoMa  Hill,  No  Beach, 

Russian  Hill 

Rate  of  low-weight  babies  in  these  neighborhoods  is 
the  same  as  for  SF  County,  at  7% 


1 


Health  Status,  continued 

Pediatric  asthma  hospitalizations  per  1 0,000, 2008 
13  13 


Nob  Hill,  Russian  South  of  Market  Tenderloin, 
Hill,  Polk  (94103,94104)  Hayes  Valley, 
(94109)  North  of  Market 

(94102) 


San  Francisco 


Data  not  available  for  Chinatown  (94108) 


Percent  of  mothers  who  receive  NO  prenatal  care 
in  the  first  trimester,  2009^ 

23% 


SF  Rate,  13°/ 


Chinatown 


Safety  in  Your  Neighborhood 


Downtown/Civic  Ctr.,     Financial  Dist,  Nob  Hill,  No 
SoMa  Beach,  Russian  Hill 


Pedestrian  injuries  and  deaths  per  1 00,000  (2004-2008)^ 


Homicides  per  1,000  (2005-2007)' 


Qiinatcwn 
OowntcM/n/Qvic  Center 
Financial  District 
Nob  nil 
North  Beach 
Russian  HII 
South  of  IVbrket 
San  Francisco  County 


288 
241 


1,319 


86 


150 


89 


101 


286 


Chinatown 
Downtown/Civic  Center 
Financial  District 
Nob  Hill 
North  Beach 
Russian  HII 
South  of  Mart<et 
San  Francisco  County 


0.1 


0.1 


03 


0.3 


0.3 


0.9 


Residents'  perceived  safety  during  day,  201 1 " 


Physical  assaults  per  1,000  (2005-2007)' 


District  3:  North  Beach, 
Iiinatown,  Russian  Hill, 
Nob  Hill,  Downtown 

tn'ct  6  South  of  Mari<et, 
noon  Hill,  QvicCenter 


San  FrandsGO  County 


H  Very  unsafeor  unsafe 
U  Neither  safe  nor  unsafe 
Very  safe  or  safe 


87% 


70% 


W  10% 


84% 


Chinatown 
Downtown/Civic  Center 
Rnancial  District 
Nob  HII 
North  Beach 
Russian  Hill 
South  of  Market 
San  Francisco  County 
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56 


209 


167 


Residents'  perceived  safety  during  night,  201 1 


Distria  3:  North  Beach, 
Iiinatown,  Russian  Hill, 
Nob  Hill,  Downtown 


tria6:  South  of  Market, 
neon  Kill,  QvicCenter 


San  Francisco  County 


BlVery  unsafe  or  unsafe 
E  Neither  safe  nor  unsafe 
;  :  Very  safe  or  safe 


56% 


37% 


52% 


mi 
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Your  Neighborhood  at  a  Glance: 
Inner  Richmond,  Japantown,  Sunset,  Western  Addition 

The  following  data  represent  your  neighborhood  areas  and  is  presented  here  to  help  you  consider  assets  and  challenges  related 
to  accessing  needed  health  services  in  your  neighborhood.  These  data  primarily  describe  zip  codes  941 1 5  (Japantown,  Pacific 
Heights,  Western  Addition);  941 1 8  (Inner  Richmond);  and  941 22  (Sunset). 

Your  Neighborhood  Characteristics 


Population  by  age,  201 0' 


Population  by  race/ethnicity,  2007^ 


■  Inner  Richmond 

Japantown,  Western  Addition, 
Pacific  Heights 

■  Sunset 

■  San  Francisco 


White 


0- 14 


15-24 


25-64 


Highest  level  of  education  attained,  2000^ 


77% 


79% 


Amerindian 
&  AK  Native 


62% 


14% 
15% 


1% 
I.  1% 

i-J.% 


3% 


m  2% 

0.1% 
0.2% 
0.1% 


■  Inner  Richmond 
Japantown,  Western  Addition 

■  Sunset 
ESan  Francisco 


■  Inner  Richmond 

S,  Japantown,  Western  Addition,  Pacific  Heights 

■  Sunset 

■  San  Francisco 


31% 


Japantown, 

Languages    inner  Richmond  Western  Add. 

(94118)         Pac  Heights 


spoken  at 
home, 

population  over  (n=54,043) 
5  years,  2000' 


Sunset 

(94122)        San  Francisco 


(94115) 

(n=51,748)        (n=73,367)  (n=745,560) 


Less  than  high  school       High  school  or  equivalent       More  than  high  school 


English  only 
Chinese 
Russian 
Spanish 
Japanese 


59 
20 
5 
4 
2 


73 

5 
3 
5 
3 


% 
48 
31 
4 

4 
1 


54 
18 
2 
12 
1 


Population  living  in  poverty  and  median  HH  income,  2007^ 


Family  structure,  2000^ 


9% 


Inner  Richmond 

antown,  Western 
Addition 

Inner  Sunset 
Outer  Sunset 
San  Francisco 


+    In  201 1  unemployment  in  San  Francisco  was  9 
percent  compared  to  4  percent  in  2007.' 


40%       390/0  SF,40%  300/0 

.3.7%  17..%^^^ 


■  Inner  Richmond 
Inner  Sunset 

■  Western  Addition 
SF,17%  ^  Outer  Sunset 


9%      SF,  5% 
4%  4%  ^■4% 


)  families  with  children     %  female-headed  families     %  male-headed  families 
under  18  with  children  under  18       with  children  under  18 


Healthcare  Resources  Used  in  Your  Neighborhood 

■r   96.5  Percentage  of  San  Franciscans  ages  0-64  who  either  have  health  insurance  or  are  enrolled  in  Healthy  San 
Francisco  (FY2008-2009). 


Sources  of 
payment  for 
hospital 
services,  2009^ 


Private  Ins. 


Medicare 


IVledi-Cai 


Self  pay 


All  other 


CPMC  -  Pacific  Campus 
UCSF  Medical  Center 
Kaiser  Hosp  -  Geary  SF 

Most  used 

hospitals  by  '^^■^^ 

neighborhood        prancisco  General  Hospital 
residents, 

2009^  5t  Francis  Memorial  Hospital 

Chinese  Hospital 
Seton  Medical  Center 
St.  Luke's  Hospital 
Jewish  Home 


48% 


52% 


94115  (Japantown,  W.  Addition,  Pac  Heights) 
941 18  (Inner  Richmond) 
94122  (Sunset) 
San  Francisco 


e>% 

5% 

St 

6% 

■  \W 

9% 


16% 

■  941 1 5  (Japantown,  W.  Addition,  Pac  Heights) 
194118  (Inner  Richmond) 

■  94122  (Sunset) 
E  San  Francisco 


Primary  care  health  centers  located  in 
941 1 5, 941 1 8,  and  941 22  (201 0)^ 

North  East  Medical  Services  -  Noriega 
Chinese  Community  Health  Services 
San  Francisco  Free  Clinic 
On  Lok  Senior  Health  by  lOA 
Institute  on  Aging 


#  Patients 
Seen 

#  Services 
Provided 

%  Public  Ins 
(not  incl.  co 
indigent) 

4,421 

13,525 

47% 

2,593 

8,739 

35% 

1,632 

3,725 

0% 

138 

7,661 

100% 

127 

6,993 

100% 

%  County 
Indigent 

%  Free 

%  Private 
Ins./Cash 

0% 

0% 

53% 

0% 

0% 

65% 

0% 

100% 

0% 

0% 

0% 

0% 

0% 

0% 

0% 

SF  Average,  8% 

6% 


Percent  charity 

care  applications  4% 
by  supervisorial 
district,  2009^ 

3% 


District  1:  Richmond,    District  4:  Outer  Sunset,      District  5:  Western 
Laurel  Heights  Parkside  Addition,Haight- 

Ashbury,  Cole  Valley 


Health  Status  in  Your  Neighborhood 


Leading  causes 
of  death 
(burden  of 
disease)*, 
2009' 


Heart  Disease 
Cancer 

Cerebrovascular  Disease  (Stroke) 
Alzheimer's  Disease 
Unintentional  Injuries  and  Accidents 
Influenza  and  Pneumonia 
Chronic  Lower  Respiratory  Disease 
Intentional  Self  Harm  (Suicide) 
Diabetes 


32% 


22% 


25°A 


25% 


'6% 


941 1 5  (Japantown,  W.  Addition,  Pac  Heights 
94118  (Inner  Richmond) 
94122  (Sunset) 
San  Francisco 


*"Other  Causes"  account  for  an  average  of  20%  of 
deaths  in  these  neighborhoods  and  24%  of 
deaths  in  SF.  These  causes  may  include  chronic 
liver  disease/cirrhosis,  essential  hypertension  & 
hypertensive  renal  disease,  nephritis, 
violence/trauma,  AIDS,  infections  and  other 
unspecified  causes. 


Preventable  emergency  room  visits  per  10,000, 2009" 


Leading  fiospitalizations  per  10,000, 2009" 


Congestive  Heart 


318 

Failure 

SF:238 

Bacterial  Pneumonia 
Urinary  Tract  Infections 

 195 

142 

Diabetes 

Chronic  Obstructive 
Pulmonary  Disorder 

Asthma 

Inner  Richmond 
(941 18,  94129) 


Sunset  Japantown,  Pacific 

(94122)  Heights,  Western  Addition 

(94115) 


Conditions  for  preventable  ER  visits  include  prinnary  care  services  sucli  as 
pregnancy,  eye  exams  as  well  as  bacterial  infections.  Individuals  and 
families  without  access  to  primary  care  services  often  seek  treatment  in 
emergency  rooms. 

Leading  emergency  room  visits  per  1 0,000, 2009" 


Adult  Asthma 

Alcohol  Abuse 

Long-Term  Complications 
of  Diabetes 

Dehydration 


45 


31 


41 


24 


3  33 


19 


10 


14 


17 


15 


inary  Tract  Infections 
Alcohol  Abuse 
Asthma 
Adult  Asthma 
Dehydration 
Bacterial  Pneumonia 

Diabetes 

'  Chronic  Obstrurtive 
Pulmonary  Disorder 

•gestive  Heart  Failure 


62 


13 
13 


^  9      ■  9411 5  (Japantown,  W.  Addition,  Pac  Heights) 
^°    941 18, 941 29  (Inner  Richmond) 
S  941 22  (Sunset) 
B  San  Francisco 

Birtlis  in  San  Francisco,  2010^ 


mmmmm  40 


:2  43 


46 


45 


13 
14 


22 


400 


SB^a 


46% 


54% 


37% 


37% 


15 
16 


■  941 15  (Japantown,  W.  Addition,  Pac  Heights) 
941 1 8, 941 29  (Inner  Richmond) 

■  94122  (Sunset) 
B  San  Francisco 


94115 
(Japantown,  W 
Addition,  Pac 
Heights) 
n=388 


941 18 
(Inner 
Richmond) 

n=414 


Ct  Births  to  Mothers 
35+ 


Birthsto  Mothers 
20-34 


Births  to  Mothers 
under  20 


n=526 


San  Francisco 


n=8,792 


Rate  of  low-weight  babies  in  these 
neighborhoods  is  the  same  as  for  SF  County, 

at  7%' 


Health  Status,  continued 

Pediatric  asthma  hospitalizations  per  10,000, 2008" 


16 


12 


Percent  of  mothers  who  receive  NO  prenatal  care 
in  the  first  trimester,  2009^ 


8% 


SF  Rate,  1 3% 


7% 


5% 


Inner  Richmond  Sunset        Western  Addition,    San  Francisco 

(94118,94129)  (94122)  Japantown, 

Pacific  Heights 
(94115) 


941 15  (Japantown, W.  94118 
Addition,  Pac  Heights)       (Inner  Richmond) 


94122 
(Sunset) 


Safety  in  Your  Neighborhood 

Pedestrian  injuries  and  deaths  per  100,000  (2004-2008)^ 


Homicides  per  1,000  (2005-2007)^ 


Inner  Richmond 


Inner  Sunset 


Outer  Sunset 


Western  Addition 


ian  Francisco  County 


64 


34 


52 


130 


101 


Residents'  perceived  safety  during  day  (201 1 )' 


^  Very  unsafe  or  unsafe 
M  Neithersafe  nor  unsafe 
Very  safe  or  safe 


Residents'  perceived  safety  during  night  (201 1)'^ 


94115 
antown,  Western 
ddition,  Pacific 
Heights) 

94118 
Inner  Richmond) 


S  Very  unsafe  or  unsafe 
K  Neither  safe  nor  unsafe 
HVety  safe  or  safe 


fancisco  County 


Inner  Richmond 
Inner  Sunset 
Outer  Sunset 

Western  Addition 

San  Francisco 
County 


Inner  Richmond 
Inner  Sunset 
Outer  Sunset 

Western  Addition 

San  Francisco 
County 


;  0.1 


0.1 


Physical  assaults  per  1,000  (2005-2007)^ 


13 
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Your  Neighborhood  at  a  Glance: 
Bayview-Hunters  Point  and  Visitacion  Valley 

The  following  data  represent  your  neighborhood  areas  and  are  presented  here  to  help  you  consider  assets  and  challenges  related 
to  accessing  needed  health  services  in  your  neighborhood.  These  data  primarily  describe  zip  codes  94124  (Bayview-Hunters  Point) 
and  94134  (Visitacion  Valley). 


Your  Neighborhood  Characteristics 


Population  by  age,  201 0^ 


Population  by  race/ethnicity,  2010^ 


■  94124  (Bayview-Hunters  Point) 
s,  94134  (Visitacion  Valley) 

■  San  Francisco 


vb     g=  „ 


White 

(non-Latlno/a) 


Asian /Pads! 
(non-Latino/a) 


Latino/a 


0- 14 


15-24 


25-64 


65-1- 


36%  37 


Highest  level  of  education  attained,  2000^ 

I  Bayview-Hunters  Point 
Visitacion  Valley 

42% 

I  San  Francisco 


51% 


6% 
6% 


42% 


33% 
33% 


57% 


25% 


21% 


15% 


.ess  than  high  school        High  school  or  equivalent       More  than  high  school 

Population  living  below  200%  of  the  Census  poverty 
threshold  and  median  HH  income,  2005-09^ 


AfAmer/ Black 
(non-Latino/a) 

13% 

.  .  6% 

Multi-ethnic 
(non-Latino/a) 

■i  3% 

2% 

 ^,  3% 

■  Bayview-Hunters  Point 

Otherethnicity 
(non-Latino/a) 

0.2% 
0.2% 
0.3% 

Visitacion  Valley 
■  San  Francisco 

Native  Amer/AK 

Native 
(non-Latino/a)  | 

0.3% 
0.2% 
0.2% 

Languages  spoken  at 
home,  population  over  5 
years,  2000' 

Bayview- 
Hunters  Point 
(94124) 
{n=30,658) 

Visitacion 
Valley 
(94134) 

(n=37,761) 

San  Francisco 

(n=745,560) 

% 

% 

% 

English  only 

56 

31 

54 

Chinese 

17 

33 

78 

Spanish 

16 

17 

72 

Tagalog 

2 

10 

4 

Vietnamese 

2 

3 

7 

Family  structure,  2000^ 


Bayview- 
inters  Point 


Visitacion 
Valley 


n  Francisco 


$43,151 


39(j4,  $44,373 


55% 


50% 


I  Bayview-Hunters  Point 


26%  $70,040 


SF,  40% 

ii  Visitacion  Valley 

33% 

1 

SF,17% 

11 

40X,      6%  SF,5% 

%  families  with  children   %  female-headed  families  %  male-headed  families 
under  18  with  children  under  18      with  children  under  18 


+   In  201 1  unemployment  in  San  Francisco  was  9 
percent  compared  to  4  percent  in  2007. 


Healthcare  Resources  Used  in  Your  IMeighborhood 

96.5  Percentage  of  San  Franciscans  ages  0-64  who  either  have  health  insurance  or  are  enrolled  In  Healthy  San 


Francisco  (FY2008-2009). 


Sources  of 
payment  for 
hospital 
services,  2009' 


Private  Ins. 


Medicare 


Medi-Cal 


Self  pay 


All  other 


29% 


34% 


  44% 


26%_ 


32% 
31% 


36% 


29% 


■  4% 

2% 
3% 

■  4% 

3% 
4% 


■  Bayview-Hunters  Point 
SVisitacion  Valley 

■  San  Francisco 


San  Francisco  General  Hospital 
CPMC  -  Pacific  &  California  Cannpus 
Kaiser  Hosp  -  Geary  SF 
UCSF  Medical  Center 
St.  Luke's  Hospital 
Seton  Medical  Center 
St.  Francis  Mennorial  Hospital 
St.  Mary's  Medical  Center 
Chinese  Hospital 


IVIost  used 
hospitals  by 
neighborhood 
residents, 
2009' 


12% 


16% 

18% 


24% 


34% 


28% 


12% 


2% 
2% 


6% 


5% 


5% 


6% 


1% 


of/" 


I  Bayview-Hunters  Point 
Visitacion  Valley 
I  San  Francisco 


Primary  care  health  centers  located  In 

941 34  (201 0)^  *  Patients  #  Services 

Seen  Provided 

North  East  Medical  Services  -  San  Bruno  Ave.         8,650  26,1 84 
North  East  Medical  Services  -  Leiand  Ave.             2,325  4,841 
Note:  OSHPD  does  not  identify  primary  care  clinics  in  94 124. 


%  Public  Ins. 
(not  incl.  co 
indigent) 

44.3% 
43.7% 


%  County 
Indigent 

0.0% 
0.0% 


%  Free 

0.0% 
0.1% 


%  Private 
Ins./Cash 

55.7% 
56.2% 


Other  primary  care  health  centers 
located  in  941 24  and  941 34 

Bayview/  Child  Health  Center 
Coleman  Medical  Center 
Silver  Avenue  Family  Health  Center 
Southeast  Health  Center 


Zip  Code 
94124 
94124 
94134 
94124 


In  2009, 3%  of  charity  care  applications  were 
from  District  10  residents  (Bayview  Hunters 
Point,  Potrero  Hill  and  Visitacion  Valley), 
compared  to  a  citywide  district  average  of 

8%; 


Health  Status  m  Your  Neighborhood,  continued 


Leading  causes 
of  death 
(burden  of 
disease), 
2009' 


Heart  Disease 
Cancer 

Cerebrovascular  Disease  (Strol<e) 
Unintentional  Injuries  and  Accidents 
Chronic  Lower  Respiratory  Disease 
Alzheimer's  Disease 
Influenza  and  Pneumonia 
Diabetes 


5% 


7% 


m  4% 

■  3% 

4% 


6% 


0% 


-.-  3° 
2% 


6% 


IS  2% 


22% 


■28% 

26% 


194124 

(Bayview-Hunters  Point) 
94134 

(Visitacion  Valley) 
iSan  Francisco 


"Other  Causes"  account  for  an  average 
of  21%  of  deaths  in  these 
neighborhoods  and  24%  in  San 
Francisco.  These  causes  may  include 
essential  hypertension  &  hypertensive 
renal  disease,  violence/trauma,  AIDS, 
infections,  intentional  self  harm 
(suicide),  and  other  unspecified  causes. 


Leading  liospitalizations  per  10,000, 2009" 


Congestive  Heart  Failure 
Bacterial  Pneumonia 
Diabetes 

Long-Term  Complications  of  Diabetes 
ronic  Obstructive  Pulmonary  Disorder 
Urinary  Tract  Infections 
Asthma 
Adult  Asthma 
Alcohol  Abuse 


30 


37 


27 


32 


41 


12 


16 


41 


11 


■  24 

22 


61 


12 


■  Bayview-Hunters  Point 
(94124) 

SVisitacion  Valley 
(94134) 

■  San  Francisco 


Leading  emergency  room  visits  per  10,000,  2009^" 


Urinary  Tract 
Infections 

Adult  Asthma 
Alcohol  Abuse 

Asthma 

Bacterial 
Pneumonia 

Diabetes 

Chronic  Obstructive 
Pulmonary  Disorder 
Congestive  Heart 
Failure 

Dehydration 


49 


105 


26 


73 


163 


51 


59 


107 


17 


33 


44 


78 


12 


13 


28 


66 
66 
66 


20 


46 


■  Bayview-Hunters  Point 

(94124) 
1  Visitacion  Valley 

(94134) 
1  San  Francisco 


185 


Preventable  emergency  room  visits  per 
1 0,000,  2009" 

409 


SF:238 

Bayview-Hunters  Point 
(94124) 


Visitacion  Valley, 
(94134) 


Conditions  for  preventable  ER  visits  include 
primary  care  sen\/ices  such  as  pregnancy,  eye 
exanns  as  well  as  bacterial  infeaions.  Individuais 
and  families  without  access  to  primary  care 
services  often  seek  treatment  in  emergency 
rooms. 


Pediatric  asthma  hospitalizations  per  10,000, 2009" 
18 


12 


■ 


Bayview-  Visitacion  Valley        San  Francisco 

Hunters  Point  (94134) 
(94124) 


Health  Status,  continued 


Low  Birth  Weight  Babies,  2010^ 

9% 


Percent  of  mothers  who  receive  NO  prenatal  care 
in  the  first  trimester,  2009^ 


7% 

SF,6% 

94124 

94134 

(Bayview-Hunters  Point)  (Visitacion  Valley) 

Safety  in  Yoyr  Neighborliood 

Residents'  perceived  safety  during  day  (201 1)^^ 


i  Very  unsafe  or  unsafe 
3  Neither  safe  nor  unsafe 


W:  Very  safe  or  safe 

94124 

Mffl^jMlHhMlLli  III  -,„^ 

Bayview- 

26% 

20% 

54% 

nters  Point) 

94134 

(Visitacion 

66% 

Valley) 

in  Francisco 
County 


i  Very  unsafe  or  unsafe 
I  Neither  safe  nor  unsafe 
Very  safe  or  safe 


94124 
(Bayview- 
lunters  Point) 


94134 
(Visitacion 
Valley) 


ian  Francisco 
County 


31% 

SF  Rate,  13% 

22% 

94124 
(Bayview-Hunters  Point) 


94134 
(Visitacion  Valley) 


Homicides  per  1,000  (2005-2007)^ 


Bayview- 
Hunters 
Point 


Visitacion 
Valley 


San 
Francisco 
County 


1.4 

1 

Physical  assaults  per  1,000  (2005-2007)^ 


Bayview- 
Hunters 
Point 


Visitacion 
Valley 


San 
Francisco 
County 


42 


13% 

^  ^  _  _  -   . 

23% 

26% 

23% 

51% 
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San  Francisco  Department  of  Public  Health.  Transgender  HIV/AIDS  Health  Services:  Best  Practices  Guidelines. 
http://www.careacttarget.orR/librarv/tgguidelines.pdf.  (Accessed  3/2/12.) 

National  Prevention  Council.  National  Prevention  Strategy:  America's  Plan  for  Better  Health  and  Wellness.  June 
16,  2011.  http://www.healthcare.gov/prevention/nphpphc/strategv/report.pdf. 

Grumbach  K.,  Odom  K.,  Moreno,  G.,  Chen  E.,  Vercammen-Grandjean  C,  Mertz  E.  Physician  Diversity  in 
California:  New  Findings  from  the  California  Medical  Board  Survey.  Center  for  California  Health  Workforce  Studies. 
University  of  California,  San  Francisco.  March  2008. 

Grumbach  K.,  Odom  K.,  Moreno,  G.,  Chen  E.,  Vercammen-Grandjean  C,  Mertz  E.  Physician  Diversity  in 
California:  New  Findings  from  the  California  Medical  Board  Survey.  Center  for  California  Health  Workforce  Studies. 
University  of  California,  San  Francisco.  March  2008. 

Bazemore,  Andrew,  Robert  L  Phillips,  and  Thomas  Miyoshi.  2010.  "Harnessing  Geographic  Information  Systems 
(GIS)  to  enable  community-oriented  primary  care."  Journal  of  the  American  Board  of  Family  Medicine  :  JABFM 
23(1):  22-31. 

Dulin,  Michael  F  et  al.  2010.  "Using  Geographic  Information  Systems  (GIS)  to  understand  a  community's  primary 
care  needs."  Journal  of  the  American  Board  of  Family  Medicine  :  JABFM  23(1):  13-21. 

Mullan,  Fitzhugh,  Robert  L  Phillips,  and  Edward  L  Kinman.  2004.  "Geographic  retrofitting:  a  method  of 
community  definition  in  community-oriented  primary  care  practices."  Family  medicine  36(6):  440-6. 
^"■^  Phillips,  R  L  et  al.  2000.  "Using  geographic  information  systems  to  understand  health  care  access."  Archives  of 
family  medicine  9(10):  971-8. 

^'^^  San  Francisco  General  Plan,  Community  Facilities  Element,  Objective  9. 

Planning  Code  -  Health  Care  Services  Master  Plan,  Ordinance  300-10 
^'^  San  Francisco  Board  of  Supervisors,  Ordinance  300-10,  Health  Care  Services  Master  Plan,  2010. 
^'^^  For  an  overview  of  the  efforts  to  use  GIS  to  map  primary  care  areas,  see  Bazemore,  Robert  L  Phillips,  and 
Miyoshi  2010;  Dulin  et  al.  2010;  Mullan,  Robert  L  Phillips,  and  Edward  L  Kinman  2004;  R  L  Phillips  et  al.  2000. 
^''^  Medical  Uses  in  the  Planning  Code  can  also  include  some  types  of  dormitories  /  housing  for  students  and 
employees  of  the  medical  institution  and  massage  uses  but  those  are  explicitly  excluded  from  the  HCSMP 
legislation. 

^'^^  Per  §1204  of  the  California  Health  and  Safety  Code. 
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^""^  LiDAR  (Light  Detection  and  Ranging)  is  an  optical  technique  that  can  be  used  to  estimate  topographical 
information  and  by  extension  building  sizes  where  no  such  information  is  available  from  administrative  sources. 

Conditional  Uses  -  a  use  that  is  permitted  if  certain  (operational  or  site)  conditions  are  met.  It  requires  a  hearing 
in  front  of  the  Planning  Commission,  who  grants  or  denies  the  application  for  a  CU. 

In  the  Planning  Code,  "as-of-right"  refers  to  a  use  is  principally  permitted  in  a  given  district  without  a  CU  or 
other  special  entitlement  permit. 

Exhibit  78  specifically  shows  the  number  of  health  services  jobs  (NAICS  62),  as  recorded  in  an  establishment- 
level  business  dataset,  that  are  accessible  within  a  30-minute  public  transit  trip  during  the  AM  peak,  using 
schedules  from  the  publicly  available  GTFS  feed.  For  example,  it  is  much  easier  to  reach  a  larger  number  of  health 
care  professionals  by  transit  from  a  red  parcel  than  a  blue  one. 

The  Medical  Board  of  California,  http://www.mbc.ca.Rov/licensee/stats  license  by  countv.html 

For  the  point  of  specialization  versus  distributed  coverage,  see  statement  on  CPMC  long  range  plan  to  the 
Planning  Commission  on  December  28,  2010,  of  Mitch  Katz,  former  director  of  San  Francisco  Department  of  Public 
Health. 

^^"^The  Planning  Department  maintains  a  parcel-level  land  use  dataset  for  the  city,  including  information  on 
building  size,  type,  and  residential  units. 
OSHPD 

^^^The  procedure  is  known  asThiessen  Polygons. 

257 

A  '  patient  encounter"  is  defined  as  the  interaction  between  a  patient  and  service  provider  and  in  which  the 
provider  renders  any  service  to  the  patient.  The  top  three  patient  encounter  categories  were,  respectively, 
"Medicine  -  Special  Services  Evaluation  and  Management",  "All  Other  Services",  and  "Medicine  -  Special  Services," 
comprising  878,000  of  the  984,000  encounters. 

Data  obtained  from  http://www.oshpd.ca.gov/hid/Products/Hospitals/Utilization/PC_SC_Utilization.html 

38,000  *  .48  *  .54  =  9,849 

We  say  all  other  things  equal  because  the  need  is  determined  with  respect  to,  and  serviced,  not  just  by 
providing  new  buildings,  but  by  having  a  solid  service  infrastructure  in  place  for  current  and  future  residents. 

Service/Secondary  Office  and  Mixed  Use  Office  districts 
Chinatown  Residential  Neighborhood  Commercial  district 
Mixed  Use  General  district 

PDR-l-G  denotes  "Production  Distribution  and  Repo/r- General". 

NC  20  Looking  Back  of  Twenty  Years  of  Neighborhood  Commercial  Zoning,  SF  Planning  Department  (2009). 

Supply/Demand  Study  for  Production,  Distribution,  and  Repair  (PDR)  in  San  Francisco's  Eastern  Neighborhoods, 
SF  Planning  Department  (2005). 

Industrial  Land  in  San  Francisco:  Understanding  Production,  Distribution,  and  Repair,  SF  Planning  Department 
(2002). 

Made  in  San  Francisco.  SF  Back  Street  Businesses  Advisory  Board  (2007). 

270 

Gates,  Gary  J.,  Same-sex  Couples  and  the  Gay,  Lesbian,  Bisexual  Population:  New  Estimates  from  the  American 
Community  Survey.  The  Willams  Institute  on  Sexual  Orientation  Law  and  Public  Policy,  UCLA  School  of  Law, 
October  2006. 

271 

Kaplan,  A.B.,  The  Prevalence  of  Transgenderism,  Transgender  Mental  Health. 
http://tgmentalhealth.com/2010/03/31/the-prevalence-of-transgenderism/,  March  31,  2010. 

The  "Census  Poverty  Threshold"  (CPT)  is  the  means  by  which  the  US  Census  Bureau  calculates  poverty.  The  CPT 
takes  into  consideration,  not  only  household  income,  but  also  the  age  of  household  members. 

The  "Census  Poverty  Threshold"  (CPT)  is  the  means  by  which  the  US  Census  Bureau  calculates  poverty.  The  CPT 
takes  into  consideration,  not  only  household  income,  but  also  the  age  of  household  members. 
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SPECIAL  JOINT  MEETING: 
HEALTH  COMMISSION  AND  PLANNING  COMMISSION 


C  CI  c<-i 


MINUTES 
Thursday,  September  19,  2013, 10am 
City  Hall,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  400 
San  Francisco,  CA  94102 


1)        CALL  TO  ORDER 
Health  Commissioners  Present: 

Commissioner  Sonia  E.  Melara,  MSW,  President 
Commissioner  Edward  A.  Chow  M.D. 
Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  David  B.  Singer 
Commissioner  Belle  Taylor-McGhee 


Excused: 


Commissioner  Cecilia  Chung 


Planning  Commissioners  Present: 

Commissioner  Rodney  Fong,  President 
Commissioner  Cindy  Wu 
Commissioner  Michael  Antonini 
Commissioner  Gwyneth  Borden 
Commissioner  Rich  Hillis 
Commissioner  Kathrin  Moore 
Commissioner  Hisashi  Sugaya 


GOVERNMENT 
DOCUMENTS  DEPT 

OCT  1 1  2013 

SAN  FRANCISCO 
PUBLIC  LIBRARY 


Commissioner  Fong  called  the  meeting  to  order  at  10:04am. 


2)        HEALTH  CARE  SERVICES  MASTER  PLAN 

Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  DPH  Policy  and  Planning,  and  Claudia  Flores,  Lead 
Planner  at  the  San  Francisco  Planning  Department,  made  the  presentation. 

On  November  23,  2010,  the  Board  of  Supervisors  adopted  Ordinance  No.  300-10,  requiring  the  Department  of 
Public  Health  and  the  Planning  Department  to  prepare  a  Health  Care  Services  Master  Plan  ("HCSMP"),  to 
"provide  the  Health  Commission,  the  Planning  Commission  and  Board  of  Supervisors  with  information  and 
public  policy  recommendations  to  guide  their  decisions  to  promote  the  City's  land  use  and  policy  goals 


developed  in  such  Plan,  such  as  distribution  and  access  to  health  care  services".  The  Ordinance  created 
Planning  Code  Sections  342  and  342.10  to  create  and  implement  the  HCSMP.  An  informational  hearing  on  the 
Draft  HCSMP  was  held  at  the  Health  Commission  on  July  16,  2013.  An  informational  hearing  on  the  Draft 
HCSMP  was  held  at  the  Planning  Commission  on  July  18,  2013.  Public  comment  on  the  draft  Plan  closed  August 
22,  2013.  Planning  Department  and  Department  of  Public  Health  staff  will  present  a  summary  of  public 
comments  and  a  revised  draft  of  the  HCSMP  at  a  special  joint  meeting  of  the  San  Francisco  Health  Commission 
and  the  San  Francisco  Planning  Commission.  At  this  joint  meeting,  each  Commission  will  consider  adopting  a 
resolution  to  recommend  approval  of  the  Plan  by  the  Board  of  Supervisors.  The  Planning  Commission  will  also 
consider  adopting  the  Negative  Declaration  prepared  under  the  California  Environmental  Quality  Act  (CEQA) 
for  the  HCSMP,  and  making  CEQA  Findings.  The  Preliminary  Recommendation  is  to  adopt  a  recommendation 
for  approval. 

Public  Comment: 

Susan  Fang,  Chinese  Progressive  Association,  thanked  those  who  worked  on  the  revision  for  including  a 
number  of  changes  her  organization  previously  suggested  in  the  final  draft.  She  requested  that  the  following 
issues  be  included  in  a  final  version  of  the  document: 

•  More  clarity  in  the  Consistency  Determination  process;  she  is  concerned  that  if  a  project  meets  just 
one  of  the  highlighted  items,  then  the  project  will  be  offered  incentives. 

•  Cultural  Competency 

•  Insuring  that  Healthy  San  Francisco  spending  requirements  are  included. 

Hilary  Ronen,  Legislative  Aide  to  Supervisor  Campos,  thanked  the  Health  Commission  and  Planning 
Commission;  the  Health  Department;  and  the  Planning  Department;  for  working  together  to  implement  the 
legislation  created  by  Supervisor  Campos.  She  also  thanked  the  Co-Chairs  of  the  Health  Care  Services  Master 
Plan  Taskforce,  Roma  Guy  and  Dr.  Tomas  Aragon. 

A  person  who  remained  anonymous,  stated  that  she  is  a  long-time  resident  of  the  Bayview  community.  She 
congratulated  both  Commissioners  and  Departments  for  the  effective  work  that  will  be  a  model  for  the  region 
and  the  rest  of  the  country. 

Lucy  Johns,  member  of  the  Health  Care  Services  Master  Plan  Taskforce,  stated  that  the  Health  Care  Services 
Master  Plan  can  be  useful  as  a  policy  statement  with  recommendations  on  how  to  improve  the  health  of  San 
Franciscans. 

Dina  Long,  San  Francisco  Clinic  Consortium,  thanked  the  Planning  and  Health  Departments  and  the  Planning 
and  Health  Commissions  for  the  work  on  the  Health  Care  Services  Master  Plan. 

Commissioner  Comments/Follow-Up: 

Commissioner  Antonini  stated  that  he  is  concerned  that  a  clinic  or  medical  facility  might  be  told  that  they 
cannot  locate  where  they  want  to  because  their  request  does  not  adhere  to  the  Plan.  He  stated  that  he  does 
not  want  to  put  up  another  barrier  for  medical  facilities  to  provide  care  to  those  in  need  in  San  Francisco.  He 
asked  how  the  Consistency  Determination  mechanism  would  work.  Ms.  Chawla  stated  that  projects  that  meet 
the  Consistency  Determination  may  be  recommended  for  expedited  Planning  Department  review  and  may  be 
eligible  for  other  non-monetary  incentives.  Only  those  projects  that  are  deemed  harmful  to  the  health  of  San 
Franciscans  would  be  deemed  inconsistent. 

Commissioner  Antonini  stated  that  he  does  not  want  the  Plan  to  be  used  to  block  or  fast-track  projects.  Ms. 
Chawla  stated  that  the  Consistency  Determination  mechanism  includes  the  term  "on  balance"  which  means 
the  project  is  assessed  as  a  whole. 
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Commissioner  Wu  asked  how  will  it  be  determined  whether  the  project  is  deemed  to  be  "On  balance."  Ms. 
Chawla  stated  that  the  burden  will  be  placed  on  the  people  who  are  applying  for  projects  as  to  whether  the 
project  is  "on  balance." 

Commissioner  Wu  asked  for  more  clarification  on  the  types  of  incentives  that  will  be  offered.  Ms.  Flores  stated 
that  the  current  incentives  are  process-oriented.  However,  as  the  Plan  is  Implemented,  the  Planning  and 
Health  Departments  may  suggest  addition  types  of  incentives  which  would  be  forwarded  to  the  Planning  and 
Health  Commissions  for  review.  She  added  that  these  additional  incentives  will  be  options  that  can  be  tracked 
over  time  to  assess  the  added  value  to  the  overall  process. 

Commissioner  Borden  stated  that  the  draft  Plan  does  not  mention  access  to  food.  She  recommends  that  this 
issue  be  incorporated  into  health  promotion  within  future  versions  of  the  Plan. 

Commissioner  Moore  thanked  everyone  involved  in  the  development  of  the  Plan,  especially  Supervisor 
Campos.  She  stated  that  the  Plan  should  be  a  living  document  that  is  amended  over  time  to  reflect  changes  in 
the  San  Francisco  communities. 

Commissioner  Antonini  asked  if  the  Affordable  Care  Act  will  provide  insurance  to  the  117,000  elderly  people  in 
San  Francisco  who  are  currently  without  insurance.  Ms.  Chawla  stated  that  approximately  two  thirds  of  this 
group  will  be  eligible  for  insurance  through  the  Affordable  Care  Act.  The  remaining  group  will  continue  to  be 
uninsured. 

Commissioner  Chow  suggested  that  the  word  "rely"  be  changed  to  "utilize"  in  the  final  "Be  it  Further 
Resolved"  paragraph  in  the  draft  resolution  because  the  Plan  is  a  living  document  that  should  be  used,  not  just 
relied  on. 

Commissioner  Singer  thanked  everyone  who  worked  to  develop  the  impactful  Plan  and  asked  for  clarification 
on  section  300-10  of  the  Plan.  Ms.  Chawla  stated  that  there  are  two  thresholds  that  would  make  a  project 
subject  to  the  Health  Care  Services  Master  Plan:  changing  from  a  non-medical  use  to  a  medical  use  that  is 
10,000  square  feet  or  larger;  and  enlarging  a  current  medical  use  building  by  more  than  5,000  square  feet. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  resolution  with  the  amendment 
noted  above.  (Attachment  1) 

Action  Taken:    The  Planning  Commission  unanimously  approved  the  resolution  with  the  amendment 
noted  above.  (Attachment  1) 

Commissioner  Melara  thanked  everyone  who  participated  in  the  development  of  the  legislation  and  draft  Plan. 
She  added  that  this  project  is  a  model  of  how  two  City  Departments  can  effectively  work  together  to  improve 
San  Francisco. 

Director  Garcia  thanked  all  Planning  Department  and  Health  Department  staff,  especially  Ms.  Chawla,  and 
both  the  Planning  and  Health  Commissioners. 

3)  GENERAL  PUBLIC  COMMENT 

There  was  no  general  public  comment. 

4)  ADJOURNMENT 

The  meeting  was  adjourned  at  11:04am. 
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HEALTH  COMMISSION 
RESOLUTION  13-10 

RECOMMENDING  THAT  THE  BOARD  OF  SUPERVISORS  ADOPT  THE  HEALTH  CARE  SERVICES  MASTER  PLAN  AS 
AN  OFFICIAL  PLAN  OF  THE  CITY  AND  COUNTY  OF  SAN  FRANCISCO 


WHEREAS,  San  Francisco  Ordinance  300-10,  sponsored  by  Supervisor  David  Campos  and  effective  January  2, 
2011,  required  the  creation  of  a  Health  Care  Services  Master  Plan  (HCSMP),  and  once  adopted  by  the  Board  of 
Supervisors,  requires  that  certain  land  use  projects  that  fall  under  the  medical  use  sections  of  the  Planning 
Code  and  meet  certain  size  thresholds  be  compared  for  consistency  against  the  HCSMP; 

WHEREAS,  The  HCSMP  is  a  comprehensive  look  at  San  Francisco's  current  and  projected  health  care  facility  and 
service  needs  and  has  been  a  collaboration  between  the  Department  of  Public  Health  (DPH)  and  the  Planning 
Department,  and  the  many  community  and  health  care  experts  who  participated  in  the  process  to  create  the 
Plan; 

WHEREAS,  The  HCSMP  will  provide  the  Health  Commission,  the  Planning  Commission,  and  Board  of 
Supervisors  with  information  and  public  policy  recommendations  to  guide  their  decisions  to  promote  the  City's 
land  use  and  policy  goals  developed  in  such  Plan,  such  as  distribution  and  access  to  health  care  services; 

WHEREAS,  The  HCSMP  will  also  provide  the  Health  Commission,  the  Planning  Commission,  and  Board  of 
Supervisors  with  information  essential  to  health  care  planning  for  the  City; 

WHEREAS,  The  HCSMP  identifies  the  current  and  projected  need  for,  and  locations  of,  health  care  services  in 
San  Francisco,  and  contains  recommendations  on  how  to  achieve  and  maintain  appropriate  distribution  of,  and 
access  to,  such  services; 

WHEREAS,  The  Plan  was  informed  by: 

•  A  41-member  HCSMP  Task  Force  that  served  as  an  advisory  body  charged  with  focusing  on  health 
care  access  among  San  Francisco's  vulnerable  populations  and  developing  preliminary  HCSMP 
recommendations  that  reflected  both  relevant  data  and  community  feedback. 

•  More  than  100  San  Francisco  residents  who  gave  their  time  to  infuse  the  HCSMP  with  community 
perspective.  Through  public  comment  at  HCSMP  Task  Force  meetings  and  participation  in  HCSMP 
focus  groups,  community  members  shared  their  vision  of  what  equitable  health  care  access  might 
look  like  in  San  Francisco. 

•  Quantitative  data  and  policy  analysis  reflected  in  the  Community  Health  Status  Assessment  and 
the  five  assessments  required  of  the  HCSMP  by  the  Ordinance. 

WHEREAS,  The  resulting  HCSMP  is  a  community-  and  data-driven  document  that  sets  forth  a  series  of 
recommendations  and  related  guidelines  intended  to  provide  a  dynamic  and  inspiring  roadmap  for  bettering 
health  and  health  services,  focus  on  improving  access  to  care,  particularly  for  San  Francisco's  vulnerable 
populations,  including  low-income  areas  and  geographic  areas  with  high  rates  of  health  disparities; 
WHEREAS,  The  HCSMP  recommendations  and  guidelines  were  largely  developed  by  the  HCSMP  Task  Force  not 
only  to  guide  land  use  decisions  and  inform  the  siting  and  scope  of  health  care  facilities  and  services,  but  also 
acknowledge  that  health  and  wellness  result  from  the  complex  integration  of  services,  community 
partnerships,  and  neighborhood  characteristics; 

WHEREAS.  The  HCSMP  was  posted  and  available  for  public  comment  between  July  11,  2013  and  August  22, 
2013; 
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WHEREAS,  On  July  16,  2013,  the  Health  Commission  conducted  a  duly  noticed  public  hearing  on  the  HCSMP  at  a 
regularly  scheduled  meeting  of  the  Health  Commission; 

WHEREAS,  on  September  3,  2013,  the  Health  Commission  was  presented  with  a  summary  of  the  public 
comment  that  was  received  during  the  public  comment  period; 

WHEREAS,  At  its  September  3,  2013  meeting,  the  Health  Commission  voted  in  support  of  moving  the  draft  Plan 
forward  for  final  consideration  by  the  Health  Commission  and  Planning  Commission  at  the  September  19,  2013 
special  joint  Commission  meeting; 

NOW  BE  IT  RESOLVED,  That  pursuant  to  San  Francisco  Ordinance  300-10,  the  Health  Commission  recommends 
that  the  Board  of  Supervisors  adopt  the  Health  Care  Services  Master  Plan  as  an  official  plan  of  the  City  and 
County  of  San  Francisco;  and 

BE  IT  FURTHER  RESOLVED,  That  the  Health  Commission  commends  and  thanks  the  HCSMP  Task  Force  and  the 
additional  members  of  the  community  who  participated  in  this  process  for  their  thoughtful  work  and  strong 
commitment  to  the  development  of  this  landmark  plan;  and 

BE  IT  FURTHER  RESOLVED,  That  the  Health  Commission  intends  to  utilize  the  HCSMP  to  inform  and  support 
citywide  strategic  and  health  improvement  planning  efforts,  particularly  for  San  Francisco's  vulnerable 
populations. 

I  hereby  certify  that  the  San  Francisco  Health  Commission  at  its  meeting  of  September  19,  2013  adopted  the 
foregoing  resolution. 


Mark  Morewitz 
Health  Commission  Executive  Secretary 
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AGENDA 
HEALTH  COMMISSION  MEETING 
Tuesday,  October  1,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1) 
2) 


CALL  TO  ORDER 


PROPOSED  ACTION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  SEPTEMBER  3.  2013. 

*  Minutes  of  the  meeting  of  September  3,  2013 


3) 


4) 


FOR  DISCUSSION: 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


GENERAL  PUBLIC  COMMENT** 


13  AO 


5)  FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 

6)  FOR  ACTION: 


7)  FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 

8)  FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


FINANCE  AND  PLANNING  COMMITTEE 


CONSENT  CALENDAR 

•     OCTOBER  CONTRACTS  REPORT 

DPH  4^"  QUARTER  FINANCIAL  REPORT 

(Greg  Wagner,  DPH  Chief  Financial  Officer) 

PROPOSED  CHANGES  TO  THE  MASSAGE  ESTABLISHMENT 
ORDINANCE.  ARTICLE  29  OF  THE  HEALTH  CODE:  RESOLUTION 

(Richard  Lee,  Acting  Director  of  Environmental  Health) 
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9)         FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


DISCUSSION  OF  THE  AGENDA  FOR  THE  HEALTH  COMMISSION 


NOVEMBER  19.  2013  PLANNING  SESSION 


(Sonia  Melara,  Health  Commission  President) 


10) 


FOR  DISCUSSION  AND 
POSSIBLE  ACTION: 


HEALTH  REFORM  READINESS:  THE  DPH  INTEGRATED  DELIVERY 
SYSTEM 

(Barbara  Garcia,  Director  of  Health) 


11) 


OTHER  BUSINESS**** 


FOR  DISCUSSION  AND: 
POSSIBLE  ACTION: 


JOINT  CONFERENCE  COMMITTEE  REPORTS 


FOR  DISCUSSION  AND 


COMMITTEE  AGENDA  SETTING 


POSSIBLE  ACTION: 
12)       CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 


13)  ADJOURNMENT 

*       Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

**      At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are  within 
the  subject  matter  jurisdiction  of  the  Commission  that  are  not  on  this  meeting  agenda.  With  respect  to  agenda 
items,  your  opportunity  to  address  the  Commission  will  be  afforded  when  the  item  is  reached  in  the  meeting.  Each 
member  of  the  public  may  address  the  Commission  for  up  to  three  minutes.  The  Brown  Act  forbids  a  commission 
from  taking  action  or  discussing  any  item  not  appearing  on  the  posted  agenda,  including  those  items  raised  at 
public  comment. 

***  All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health  Commission 
and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion  of  these  items 
unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will  be  removed  from  the 
Consent  Calendar  and  considered  as  a  separate  item. 

****  Opportunity  where  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion,  providing  that 
any  action  is  delayed  until  proper  notice  can  be  granted. 

Accessible  Meeting  Policy 

Meetings  are  held  in  the  Auditorium,  Room  #300,  at  lOlGrove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
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serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  UsaRe  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  the  Sunshine  Ordinance  Task  Force  or 
by  printing  Chapter  67  of  the  San  Francisco  Administrative  Code  on  the  Internet,  at 
http://www.sfgov.org/sunshine.htm. 
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I 

1) 


MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  October  1,  2013, 4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


CALL  TO  ORDER 


Present:  Commissioner  Sonia  E.  IVIelara,  MSW,  President 

Commissioner  Edward  A.  Chow,  M.D. 
Commissioner  Cecilia  Chung 
Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  David  B.  Singer 
Commissioner  Belle  Taylor-McGhee 
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The  meeting  was  called  to  order  at  4:06  pm. 

2)  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  SEPTEMBER  3.  2013. 

Action  Taken:    The  minutes  of  the  September  3,  2013  Health  Commission  meeting  were  unanimously 
approved. 

3)  Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

Political  Activity  by  City  Employees  and  Officers 

The  City  Attorney's  office  has  asked  us  to  remind  the  Commissioners  and  staff  to  review  the  updated  Political 
Activity  Memorandum,  which  describes  the  rules  governing  political  activities  by  City  employees  and  officers. 
The  memo  is  available  on  the  City  Attorney's  website,  under  the  Legal  Opinions  tab  at 
http://www.sfcityattorney.org/Modules/ShowDocument.aspx?documentlD=1339. 

The  Village  Celebrates  Grand  Reopening  in  Visitacion  Valley 

It  was  my  privilege  to  address  the  nearly  200  residents  of  Visitacion  Valley  who  attended  the  grand  re-opening 
of  "The  Village"  at  1099  Sunnydale  Avenue  on  September  24th.  Built  in  2004  and  renovated  in  2011,  the 
Village  is  a  15,000  sf  modern  three-story  facility  designed  to  meet  the  needs  of  community-service  providers 
serving  the  residents  of  Visitacion  Valley.  It  opens  as  a  re-imagined  neighborhood  hub  of  co-located  and 
coordinated  services  from  11  different  providers  or  programs,  including  workforce  development,  education, 
public  health,  family  support  and  youth  services.  Key  components  include  the  San  Francisco  Department  of 


Public  Health  Hawkins  Clinic,  the  Visitacion  Valley  Family  Center,  the  Visitacion  Valley  Neighborhood  Access 
Point,  and  the  San  Francisco  Sheriff's  Five  Keys  Charter  School,  to  name  just  a  few  of  the  initiatives  that  will  be 
operating  out  of  the  1099  Sunnydale  Avenue  address. 

Many  thanks  to  Lisa  Zayas-Chien  for  her  excellent  work  on  behalf  of  DPH  in  bringing  this  facility  on  line. 
San  Francisco  Preparing  for  the  Public  Health  Challenges  of  Climate  Change 

For  the  past  three  years,  the  San  Francisco  Department  of  Public  Health  has  been  working  on  several  initiatives 
to  help  us  better  understand  the  potential  health  impacts  of  climate  change  at  the  local  level.  EHPES  has  led 
this  effort  in  collaboration  with  PHEPR,  EMS,  DEM  and  the  City  Administrator's  office.  Together  the  group 
worked  towards  improving  climate  change  understanding,  preparedness  and  resilience  in  San  Francisco.  I  am 
pleased  to  note  that,  during  the  first  week  of  September,  all  of  the  materials  from  the  culmination  of  the  three 
years  of  work  on  Climate  and  Health  were  posted  on  The  Program  on  Health,  Equity  and  Sustainability  website 
at  www.sfphes.org. 

Heat  Vulnerability  Index 

Climate  change  is  a  reality  we  can  no  longer  ignore.  A  devastating  consequence  of  climate  change  is  the  effect 
rising  temperatures  are  having  on  the  overall  health  of  residents  in  cities,  especially  among  at  risk 
neighborhoods  and  populations.  From  the  work  we  are  doing  on  climate  change,  we  have  released  new  data 
to  help  city  agencies  and  residents  understand  these  risks  and  challenges.  The  data  has  been  a  massive  effort 
and  includes  satellite  imagery,  temperature  data  and  other  data  sets  based  on  culture,  behavior  and  other 
demographic  characteristics  of  the  City's  different  and  diverse  neighborhoods.  With  all  of  this  data,  EHPES  has 
created  the  San  Francisco  Health  Vulnerability  Index.  Besides  being  a  boon  to  researchers,  policy  makers  and 
planners,  the  heat  index  is  another  example  of  our  compliance  with  the  Mayor's  open  data  initiative.  For  a  link 
to  coverage  of  the  heat  vulnerability  index,  go  to  http://www.emergencvmgmt.com/health/San-Francisco- 
Health-Heat-Vulnerabilitv-lndex.html. 

Per  Mi  Salud  y  la  Salud  de  Mi  Familia:  Community  Health  Event  with  the  San  Francisco  Giants 

On  September  10,  the  San  Francisco  Immunization  Coalition  hosted  their  annual  event  with  the  San  Francisco 
Giants.  The  event  spotlighted  some  of  the  unique  health  issues  that  affect  the  Latino  community  in  SF  and 
California  including  pertussis  (whooping  cough),  obesity/nutrition,  and  access  to  health  care. 
Check  out  pictures,  media  coverage  and  videos  of  the  event  here. 

Celebrating  a  Decade  of  Behavioral  Health  Court 

Behavioral  Health  Court  will  celebrate  its  tenth  anniversary  this  year.  In  2003,  the  San  Francisco  Superior  Court 
created  a  program  to  redirect  clients  with  mental  illness  out  of  the  jails  and  into  community  based  mental 
health  treatment.  The  court  started  with  a  modest  goal  of  helping  10-20  people  in  the  jail  that  were 
incarcerated  for  showing  signs  of  untreated  mental  illness  in  public. 

Ten  years  later,  the  court  has  a  capacity  of  150  clients  and  the  program  is  a  fully  integrated  and  necessary  part 
of  the  criminal  justice  system  in  San  Francisco.  Behavioral  Health  Court  has  been  the  subject  of  numerous 
research  studies  and  has  become  a  leader  in  the  movement  to  decriminalize  mental  illness,  reduce  violence, 
and  spend  precious  mental  health  resources  more  effectively.  For  more  information,  contact 
bhcevent@gmail.com.  597-8077. 

Screening  of  Lead  Documentary 

The  San  Francisco  Childhood  Lead  Poisoning  Prevention  Program  and  Get  the  Lead  Out  are  sponsoring  a  free 
screening  of  a  new  feature-length  documentary,  MisLEAD:  America's  Secret  Epidemic,  on  Friday,  October  25*^ 
at  two  different  times  and  locations.  The  first  showing  is  at  the  San  Francisco  Main  Library,  100  Larkin  St.,  at  2 
p.m.  and  the  second  showing  is  at  James  Lick  Middle  School,  1220  Noe  St,  at  7:30  p.m.  MisLEAD  is  a 
provocative,  emotionally-compelling  inquiry  directed  by  Tamara  Rubin,  an  Oregon  mother  whose  sons  were 
poisoned  by  lead.  The  documentary  follows  her  as  she  travels  the  country  meeting  with  experts  and  other 
parents  of  poisoned  children.  I  am  attaching  a  flyer  to  the  Director's  Report. 
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English  as  a  Second  Language  (ESL)  Classes  Offered 

SFGH's  Community  Wellness  Program  began  a  10-week  WOW  -  ESL  class  series,  on  Saturday,  September  14th 
in  the  Community  Wellness  Center.  We  know  that  limited  English  proficiency  is  linked  with  poor  health 
outcomes.  Many  of  our  patients/clients  want  to  become  more  proficient  in  English  but  lack  a  safe,  affordable, 
and  fun  place  in  which  to  improve  their  English  skills.  The  WOW-ESL  class  series  teaches  English  language  skills 
with  a  focus  on  wellness  and  improving  health  literacy.  Along  with  practicing  conversation  and  improving  their 
comprehension  skills,  participants  are  learning  the  benefits  of  healthy  eating  and  active  living,  how  to  talk  to 
their  healthcare  providers  and  how  to  prevent  and  manage  conditions  such  as  high  blood  pressure  and 
diabetes.  Flyers  were  distributed  in  English,  Spanish,  Chinese,  Russian,  Mongolian,  Burmese,  and  Arabic. 

San  Francisco  Coalition  Recognizes  Local  Businesses  for  Family-Friendly  Policies 

On  Monday,  September  9'^  the  San  Francisco  Department  of  Public  Health  and  Department  on  the  Status  of 
Women  teamed  up  to  honor  local  businesses  with  the  Healthy  Mothers  Workplace  Awards.  It  was  my  privilege 
to  be  one  of  the  speakers  at  this  event  to  celebrate  and  acknowledge  a  number  of  San  Francisco  businesses 
that  have  policies  in  place  to  support  parental  leave,  lactation  accommodations,  and  work-family  balance.  The 
event  included  representatives  from  San  Francisco  based  companies  Linkedin  Corporation,  Bi-Rite  Market  and 
Creamery,  Morrison  &  Forrester  LLP,  and  Square  Inc.  and  local  and  federal  officials. 

Healthy  Food  Retail  Incentive  Program 

The  Healthy  Food  Retail  Incentive  Program  ordinance  was  unanimously  passed  by  the  Board  of  Supervisors  on 
September  3'^'^.  This  program  builds  on  an  existing  SFDPH  pilot  program  that  partners  with  community 
coalitions  in  Bayview  Hunters  Point  and  the  Tenderloin  through  the  Community  Health  Equity  and  Promotion 
Branch  Shape  Up  program.  Proof  of  the  success  of  this  pilot  program  is  visible  in  the  abundance  of  fresh 
affordable  produce  now  available  at  Lee's  Food  Mart  in  the  BVHP,  only  one  year  after  the  store's  redesign. 
Supervisor  Mar's  newly  adopted  ordinance  takes  this  a  step  further  by  establishing  a  program  housed  in  the 
Office  of  Economic  and  Workforce  Development  (OEWD)  in  partnership  with  SFDPH  to  incentivize  San 
Francisco's  corner  stores  to  increase  healthy  and  fresh  foods  offerings  and  reduce  unhealthy  influences 
(alcohol,  tobacco  and  foods  hi  in  salt/fat/sugar)  through  a  combination  of  community  outreach  and  store 
redesign  activities.  I  know  the  Commissioners  join  me  in  congratulating  all  of  the  staff  who  have  worked  to 
make  this  initiative  a  success. 

Nursing  Leadership  Prepares  for  Healthcare  Reform 

San  Francisco  General  Hospital  and  Laguna  Honda  Nursing  Leadership  in  collaboration  with  SEIU  1021 
organized  a  learning  session  on  "Implementation  of  the  Affordable  Care  Act"  on  September  27.  The  focus  was 
on  the  impact  and  challenges  of  the  Affordable  Care  Act  to  our  residents  and  staff.  I  was  joined  by  Deputy 
Director  Colleen  Chawla,  San  Francisco  General  Hospital  CEO,  Sue  Currin,  Director  of  Community  Programs, 
Marcellina  Ogbu  and  Laguna  Honda  Hospital  Executive  Administrator,  Mivic  Hirose  in  addressing  the  group. 

Focus  on  Discharge 

In  FY  2012-2013,  Laguna  Honda's  initiatives  for  appropriate  level  of  care  focused  on  improving  the  process  for 
admissions.  This  fiscal  year,  LHH's  planning  efforts  will  focus  on  discharge  flow.  Adopting  the  principles 
established  during  the  HMA  process,  implementation  will  include: 

(1)  Discharging  residents  who  are  ready  to  the  best  available  placement  if  the  ideal  placement  is 
unavailable, 

(2)  Preparing  residents  for  discharge  from  the  moment  they  enter  the  system  of  care,  and 

(3)  Promoting  resident  independence  and  wellness. 

Laguna  Honda's  first  discharge  flow  meeting  for  FY  2013-2014  was  held  on  August  29.  The  planning  group 
includes  a  team  of  multi-disciplinary  clinical  and  administrative  staff  from  Laguna  Honda,  San  Francisco 
General  Hospital  and  Community  Placement. 
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Medi-Cal  Hospital  Reimbursement  Improvement  and  Restoration  Act  of  2013 

The  Medi-Cal  Hospital  Reimbursement  Improvement  and  Restoration  Act  of  2013  (Senate  Bill  239)  will 
prospectively  restore  Medi-Cal  payments  to  all  hospital  distinct  part  skilled  nursing  facilities  by  removing  the 
rate  freeze  at  2008-2009  levels  and  eliminating  the  ten  percent  cuts.  Senate  Bill  239  successfully  passed  the 
California  state  legislature  on  September  11  having  received  no  negative  votes  during  committee  hearings  or 
floor  votes.  The  bill  now  heads  to  the  Governor's  desk  for  signature.  The  restoration  is  effective  October  1, 
2013. 

Smoke  Free  Campus 

To  promote  a  healthier  and  safer  environment  for  residents,  staff,  visitors  and  volunteers,  Laguna  Honda 
continues  to  move  towards  becoming  a  smoke  free  campus.  As  of  August,  22,  2013  twenty-four  residents  who 
are  unable  to  smoke  without  supervision  have  stopped  smoking.  On  the  North  Mezzanine,  North  5  and  North  6 
neighborhoods,  there  are  no  residents  who  smoke. 

Smoking  cessation  classes  for  residents,  provided  by  SATS  staff,  began  in  August  and  are  held  two  days  a  week. 
The  Lights  Out  Club  was  created  and  designed  to  support  residents  who  are  interested  in  quitting  by  using 
meditation,  exercise  and  smoking  diversion  activities.  Congratulations  to  the  work  each  Division  is  contributing 
to  help  us  meet  our  February  2014  goal  to  have  a  smoke  free  campus. 

Chinatown  Public  Health  Center's  Nutrition  Services  Graduates  Another  Class 

The  We  Can!®  Chinese  families  campaign  graduated  another  class  of  Chinese  families  on  August  24**^  at  the  We 
Can!®  Graduation  celebration  held  at  Salvation  Army.  Health  Commissioner  Dr.  Edward  Chow  was  the  guest 
speaker  who  addressed  the  families  and  urged  the  graduates  to  adopt  healthy  eating  habits.  State  Senator 
Leiand  Yee  issued  a  California  State  Resolution  commending  the  program  for  its  distinguished  record  of  public 
service  to  the  advancement  of  a  healthy  community  and  its  leadership  and  vision. 

Champions  for  Change  honors  Bayview  HEAL  Zone 

The  Bay  Area  Nutrition  and  Physical  Activity  Collaborative  (BANPAC)  honored  the  Bayview  HEAL  Zone  team 
members  Christina  Goette,  Rheema  Calloway,  Kenneth  Hill,  Susana  Hennessey  Lavery,  Andrea  Tacdol,  Jazz 
Vassar,  and  Antonia  Williams,  as  Champions  for  Change  on  September  12.  The  award  recognized  the 
outstanding  contributions  of  individuals  and  organizations  who  are  promoting  healthy  eating,  active  living,  and 
food  security  with  the  goal  of  preventing  obesity,  type  2  diabetes,  hypertension,  heart  disease  and  other  diet- 
related  chronic  diseases  in  our  Bay  Area  community. 

KALW  Sights  and  Sounds  Features  a  Food  Guardian 

For  the  past  several  months,  public  radio  KALW  has  been  reporting  on  people  who  live,  work,  and  make  a 
difference  in  Bayview.  Kenneth  Hill,  a  Food  Guardian  with  the  Bayview  HEAL  Zone,  was  a  featured  personality 
on  KALW's  Sights  and  Sounds  Bayview  event  at  the  Bayview  Opera  House  on  September  19.  The  event  was 
broadcast  on  KALW  91.7FM,  and  is  posted  online  at  https://www.facebook.com/events/202063183294920/ 
http://www.sfartscommission.org/CAE/about-cae/cae-press-media/2013/08/09/live-radio-event-at-historic- 
bayview-opera-house/ 

Heart  of  City  Celebrates  National  Fruits  and  Vegetables  Month 

Staff  from  the  Nutrition  Services  Program  spent  the  morning  of  September  ll'*^  at  the  Civic  Center  FameKs 
Market  to  bring  attention  to  the  annual  observance  of  National  Fruits  and  Vegetables  Month.  The  affordable, 
high-quality  produce  available  at  local  Farers'  Markets  is  a  nutritional  boon  to  many  urban  families.  Staff  from 
the  Feeling  Good  Project  and  the  San  Francisco  Department  of  Public  Health  WC  Program  gave  out  cookbooks, 
answered  nutrition  questions  and  distributed  nutrition  education  items  to  farmers.  In  addition  to  providing  a 
reliable  year  round  source  of  fresh  food,  shopping  at  local  Farmers'  Markets  also  supports  family  farms. 
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COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 


September  2013 
Governing  Body  Report  -  Credentialing  Summary 
(8/15/13  BUSINESS-MEC) 


9/2013 

07/2013  to  06/2014 

New  Appointments 

Reinstatements 

52 

71 

Reappointments 

Delinquencies: 
Reappointment  Denials: 

56 

165 

Resigned/Retired: 
Disciplinary  Actions 
Administrative  Suspension 

42 

76 

Restrlction/Limltatlon-Prlvileges 

Deceased 

1 

1 

Changes  In  Privileges 

Voluntary  Relinquishments 
Additions 

Proctorship  Completed 

8 
9 
26 

38 
44 
62 

Current  Statistics  -  as  of  8/5/13 

Active  Staff 

486 

Courtesy  Staff 

479 

Affiliated  Professionals  (non-physicians) 

245 

TOTAL  MEMBERS 

1,210 

Applications  In  Process 

136 

Applications  Withdrawn  Month  of  September  2013 

1 

SFGH  Reappointments  In  Process  10/2013  to  12/2013 

145 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


SEPTEMBER  2013 
Health  Commission  -  Director  of  Health  Report 

(September  12,  2013  Medical  Exec  Committee) 


(FY  2013-2014) 

September 

Year-to-Date 

New  Appointments 

2 

8 

Reinstatements 

0 

0 

Reappointments 

3 

13 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

Resigned/Retired: 

1 

4 

Disciplinary  Actions 

0 

0 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

1 

3 

Proctorship  Extension 

0 

0 

Current  Statistics  -  as  of  9/3/2013 

Active  Medical  Staff 

38 

As-Needed  Medical  Staff 

14 

External  Consultant  Medical  Staff 

45 

Courtesy  Medical  Staff 

1 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

104 

Applications  in  Process  0 
Applications  Withdrawn  Month  of  September  2013  0 


Director  Garcia  stated  that  October  1,  2013  Is  a  landmark  day  for  health  care  access  because  It  begins  the 
open  enrollment  period  for  the  expanded  options  under  the  Affordable  Care  Act  (ACA).  Eligible  San 
Franciscans  can  now  participate  in  plans  available  on  Covered  California,  the  state's  health  Insurance 
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exchange,  or  enroll  In  Medi-Cal,  which  now  serves  everyone  earning  up  to  133%  of  the  federal  poverty  level. 
She  stated  that  the  DPH  is  working  with  community  based  organizations  to  boost  enrollment  efforts,  with  a 
focus  on  populations  most  likely  to  be  eligible  for  new  coverage,  including  jail  inmates,  public  housing 
residents,  behavioral  health  clients,  and  homeless  people.  To  reach  those  who  may  not  be  connected  with 
DPH,  the  Department  is  coordinating  a  citywide  outreach,  education,  and  enrollment  campaign  with  the 
Human  Services  Agency  and  the  Mayor's  Office. 

Director  Garcia  also  stated  that  the  federal  government  shutdown  will  not  impact  the  implementation  of  the 
Affordable  Care  Act.  However,  federal  funding  for  DPH  programs  and  activities  related  to  emergency 
preparedness,  communicable  disease,  immunizations,  HIVseryices,  and  maternal/child/adolescent  health, 
may  be  disrupted  during  the  shutdown. 

4)  GENERAL  PUBLIC  COMMENT 

There  was  no  general  public  comment. 

5)  FINANCE  AND  PLANNING  COMMITTEE 

Commissioner  Chung,  Committee  Chair,  stated  that  the  Committee  discussed  the  October  Contracts  Report 
and,  with  the  exception  of  the  UCSF  maternity  services  contract,  recommend  it  for  approval.  She  stated  that 
the  Committee  asked  the  DPH  Contracts  staff  to  report  back  at  the  November  5,  2013  Finance  and  Planning 
Committee  meeting  with  more  information  about  the  UCSF  contract  in  response  to  the  Committee's 
questions. 

6)  CONSENT  CALENDAR 

The  following  items  were  unanimously  approved: 

•    October  2013  Contracts  Report,  with  the  exception  of  the  UCSF  $138,666  contract  for 

COMPREHENSIVE  MATERNITY  SERVICES. 

7)  DPH  4^  QUARTER  FINANCIAL  REPORT 

The  report  was  discussed  at  the  October  1,  2013  Finance  and  Planning  Committee.  Commissioners  who  are  not 
members  of  the  Committee  had  an  opportunity  to  ask  additional  questions  regarding  the  Report  during  this 
item.  No  questions  were  asked  during  this  item. 

Action  Taken:    The  Health  Commission  unanimously  accepted  the  DPH  4*^  Quarter  Financial  Report. 

8)  PROPOSED  CHANGES  TO  THE  MASSAGE  ESTABLISHMENT  ORDINANCE.  ARTICLE  29  OF  THE  HEALTH 
CODE;  RESOLUTION 

Richard  Lee,  Acting  Director  of  Environmental  Health,  gave  the  presentation  and  introduced  the  resolution.  He 
stated  that  both  the  DPH  and  Supervisor  Tang's  Office  drafted  related  ordinances  that  work  in  conjunction 
with  one  another. 

Dyanna  Quizon,  Legislative  Aide  to  Supervisor  Tang,  stated  that  Supervisor  Tang  wrote  a  draft  ordinance  to 
respond  to  community  concerns  of  illegal  activity  occurring  in  some  massage  establishments.  She  stated  that 
both  the  DPH  and  Supervisor  Tang's  office  has  worked  with  the  community  of  legitimate  massage 
establishments  and  other  interested  community  members  to  develop  an  ordinance  responsive  to  the 
community's  concern. 

Beverly  May,  Director  of  Government  Affairs  at  the  California  Massage  Therapy  Council,  stated  that  the 
ordinance  contains  helpful  provisions  to  assist  with  problematic  massage  establishments.  She  suggested  that 
the  term  "Operator"  should  be  better  defined  in  the  draft  ordinance;  not  all  administrative  staff  in  legitimate 
massage  establishments  are  licensed  massage  therapists. 
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Commissioner  Comments/Follow-Up: 

Commissioner  Chung  asked  whether  the  draft  ordinances  will  negatively  impact  effective  HIV  and  STD 
prevention  work.  Dr.  Aragon,  DPH  Health  Officer,  stated  that  there  is  no  penalty  if  condoms  are  found  during 
inspections  of  massage  establishments. 

Commissioner  Taylor-McGhee  asked  if  there  have  been  any  criminal  charges  filed  against  any  massage 
establishments  for  prostitution  or  human  trafficking.  Ms.  Quizon  stated  that  the  San  Francisco  Police 
Department  has  provided  the  Board  of  Supervisors  with  data  regarding  ongoing  investigations  but  has  not 
given  specific  information  on  the  number  of  charges  filed. 

Public  Comment: 

Sarah  Hamilton,  American  Therapy  Association,  stated  that  she  wants  to  represent  all  the  legitimate  massage 
practitioners.  She  added  that  certification  programs  require  testing,  finger-printing  and  a  federal  background 
check. 

9)  DISCUSSION  OF  THE  AGENDA  FOR  THE  HEALTH  COMMISSION  NOVEMBER  19.  2013  PLANNING 
SESSION 

Sonia  Melara,  Health  Commission  President,  stated  that  the  Health  Commission  will  hold  a  Planning  Session  on 
November  19,  2013.  This  item  is  intended  for  the  Health  Commissioners  to  suggest  topics  related  to  policy  and 
governance  for  the  planning  session. 

Commissioner  Taylor-McGhee  suggested  that  the  Commission  consider  how  it  weighs  health  disparity  in  Its 
planning  and  funding  processes. 

Commissioner  Chow  suggested  quality  measures  for  the  DPH  Integrated  Delivery  System  as  a  topic. 

Commissioner  Melara  suggested  a  developing  a  report-back  mechanism  for  external  committees  in  which 
Health  Commissioners  serve  in  an  official  capacity.  She  added  that  reviewing  the  Commission's  role  in  these 
committees  may  also  be  helpful  to  discuss. 

10)  HEALTH  REFORM  READINESS:  THE  DPH  INTEGRATED  DELIVERY  SYSTEM 

Barbara  Garcia,  Director  of  Health,  introduced  Pat  Terrell,  Managing  Principal  at  Health  Management 
Associates  (HMA),  a  contractor  working  with  the  DPH  on  Health  Reform  Readiness.  Ms.  Terrell  introduced 
other  HMA  consultants:  Terry  Conway,  Dan  Fistio,  and  Doug  Ellwell.  The  HMA  consultants  presented 
recommendations  they  developed  to  assist  the  DPH  in  preparing  for  full  implementation  of  the  Affordable 
Care  Act.  Director  Garcia  gave  a  presentation  which  included  an  introduction  to  the  new  San  Francisco  Health 
Network  and  the  reorganization  of  related  DPH  services.  Her  presentation  also  included  future  actions  and 
tasks  for  the  DPH  to  implement  as  it  implements  the  new  Health  Network. 

Commissioner  Comments/Follow-Up: 

Commissioner  Singer  asked  for  clarification  on  possible  consequences  if  the  DPH  does  not  move  forward  as 
aggressively  as  possible  on  its  IT  issues.  Mr.  Ellwell  stated  that  there  will  substantial  financial  impact  if  the  DPH 
does  not  have  IT  systems  to  produce  reports  necessary  for  reimbursement  requests.  He  added  that  currently 
the  DPH  has  86  separate  data  systems. 

Commissioner  Chow  asked  for  clarification  regarding  the  decision  made  on  the  number  of  SFGH  inpatient 
beds.  Mr.  Elwell  stated  through  analysis,  HMA  determined  that  SFGH  should  have  a  census  of  around  80-85% 
to  maximize  its  efficiency.  He  added  that  approximately  80-130  beds  would  be  needed  to  appropriately  serve 
the  current  SFGH  patient  population  in  a  medium-level  managed  care  environment. 
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Commissioner  Chung  asl<ed  how  the  DPH  will  integrate  a  patient  portal  function  into  its  data  systems.  Bill  Kim, 
DPH  CIO,  stated  that  the  DPH  has  purchased  a  patient  portal  system  and  is  currently  planning  its 
implementation. 

Commissioner  Taylor-McGhee  asked  what  metrics  are  being  used  to  determine  health  reform  readiness  for  the 
DPH  primary  care  clinics.  Roland  Pickens,  SFGH  Chief  Operating  Officer,  stated  that  the  DPH  has  developed  a 
standard  weighted  clinical  panel  size  for  all  of  the  clinics  at  the  primary  care  clinics  and  within  clinics  at  the 
DPH  hospitals.  A  standard  ratio  of  4.5  support  staff  to  each  clinical  provider  has  also  been  established.  He 
added  that  each  clinic  previously  had  its  own  standards  and  practices  regarding  support  staff  ratios  and  clinical 
panel  size.  The  new  standards  will  result  in  the  DPH  repurposing  existing  resources  to  insure  even  distribution 
across  its  service  system. 

Commissioner  Karshmer  thanked  all  the  DPH  staff  and  HMA  consultants  who  worked  on  this  effort.  She  stated 
that  the  work  and  presentation  forms  a  foundation  for  the  Health  Commission  to  use  in  its  planning  process 
and  requested  that  this  topic  be  added  to  the  November  19,  2013  Health  Commission  planning  session. 

Commissioner  Sanchez  suggested  that  a  unit  of  excellence  be  developed  to  provide  consistent  evaluation 
efforts  throughout  the  new  DPH  health  network.  Director  Garcia  stated  that  the  current  Population  Health 
units  of  public  health  research  and  office  of  equity,  learning  and  innovation  will  now  serve  all  of  the  DPH.  She 
added  that  the  DPH  is  also  planning  workforce  development  activities  that  include  an  academic  counsel. 

Commissioner  Melara  thanked  all  the  DPH  staff  and  HMA  consultants  involved  in  this  process.  She  requested 
that  a  resolution  to  support  the  San  Francisco  Health  Network  be  considered  by  the  full  Health  Commission  at 
its  October  15,  2013  meeting. 

11)  OTHER  BUSINESS 

This  item  was  not  discussed. 

JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Singer  stated  that  he  chaired  the  September  10,  2013  SFGH  JCC  meeting  and  thanked 
Commissioner  Taylor-McGhee  for  attending  the  meeting.  He  added  that  the  JCC  approved  the  Credentials 
and  quality  reports. 

COMMITTEE  AGENDA  SETTING 

This  item  was  not  discussed. 

12)  CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b):  1157.7:  Health  and  Safety 
Code  Section  1461:  and  California  Constitution.  Article  I,  Section  1 

Personnel  evaluation:  Barbara  Garcia,  Director  of  health 

D)  Reconvene  in  Open  Session 

13)  ADJOURNMENT 

The  meeting  was  adjourned  at  6:34pm. 
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1) 
2) 


CALL  TO  ORDER 


PROPOSED  ACTION; 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION 
MEETINGS  OF  SEPTEMBER  19.  2013  AND  OCTOBER  1.  2013. 

*Minutes  of  the  meeting  of  September  19,  2013  and  October  1,  2013 


3) 


FOR  DISCUSSION: 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


4)        GENERAL  PUBLIC  COMMENT 

At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are 

WITHIN  the  subject  MATTER  JURISDICTION  OF  THE  COMMISSION  THAT  ARE  NOT  ON  THIS  MEETING  AGENDA.  WITH 

respect  to  agenda  items,  your  opportunity  to  address  the  commission  will  be  afforded  when  the  item  is 
reached  in  the  meeting.  each  member  of  the  public  may  address  the  commission  for  up  to  three  minutes. 
The  Brown  Act  forbids  a  commission  from  taking  action  or  discussing  any  item  not  appearing  on  the 

POSTED  agenda,  INCLUDING  THOSE  ITEMS  RAISED  AT  PUBLIC  COMMENT. 


5)        FOR  DISCUSSION  AND  COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 

POSSIBLE  ACTION:  (Health  Commissioner  Belle  Taylor-McGhee,  Committee  Chair) 

THE  Committee  Chair  will  give  a  brief  update  on  matters  discussed  and/or  recommendations  made  in  this 
Committee  including  but  not  limited  to  DPH  emergency  planning  activities  and  a  DPH  community  health 
improvement  plan  update. 


FOR  ACTION:  CONSENT  CALENDAR 

All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health 
Commission  and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate 
discussion  of  these  items  unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the 
matter  will  be  removed  from  the  Consent  Calendar  and  considered  as  a  separate  item. 

FOR  DISCUSSION  AND  RESOLUTION:  IN  SUPPORT  OF  THE  SAN  FRANCISCO  HEALTH 

POSSIBLE  ACTION:  NETWORK 

The  health  commission  will  consider  a  resolution  in  support  of  the  new  SAN  FRANCISCO  health  network 

FOR  DISCUSSION  AND  LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER  (LHH) 

POSSIBLE  ACTION:  EMPLOYEE  RECOGNITION  AWARDS 

(Commissioner  David  Sanchez,  LHH  JCC  Chair) 
The  Health  Commission  recognizes  individuals  and  teams  of  employees  for  their  contributions  to  LHH. 

FOR  DISCUSSION  AND  LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER  (LHH) 

POSSIBLE  ACTION:  ANNUAL  REPORT 

(Mivic  Hirose,  Chief  Executive  Administrator) 

THE  annual  report  HIGHLIGHTS  LHH  ACHIEVEMENTS  AND  IMPORTANT  EVENTS  DURING  THE  FISCAL  YEAR  2012-13. 

FOR  DISCUSSION  AND  LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER  (LHH) 

POSSIBLE  ACTION:  REPLACEMENT  PROJECT  UPDATE 

(John  Thomas,  Department  of  Planning) 

THIS  IS  AN  OVERVIEW  AND  DISCUSSION  ON  THE  LHH  REPLACEMENT  PROJECT. 

FOR  DISCUSSION  AND  ADDENDUM  TO  THE  MEDICAL  STAFF  BODY  BY-LAWS 

POSSIBLE  ACTION:  (Dr.  Michael  McShane,  LHH  Chief  of  Staff) 

Discussion  and  vote  on  changes  made  to  the  lhh  medical  staff  body  by-laws. 

OTHER  BUSINESS 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 
providing  that  any  action  is  delayed  until  proper  notice  can  be  granted. 

FOR  DISCUSSION  AND:  JOINT  CONFERENCE  COMMITTEE  REPORTS 

POSSIBLE  ACTION: 

The  Sfgh  joint  conference  committee  chair  will  give  a  brief  report  on  matters  discussed  and/or 

recommendations  made  during  its  recent  meeting,  the  LHH  JOINT  CONFERENCE  COMMITTEE  CHAIR  WILL  GIVE  A 
BRIEF  REPORT  ON  MATTERS  DISCUSSED  AND/OR  RECOMMENDATIONS  MADE  DURING  ITS  RECENT  MEETING. 

FOR  DISCUSSION  AND  COMMITTEE  AGENDA  SETTING 

POSSIBLE  ACTION; 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 
providing  that  any  action  is  delayed  until  proper  notice  can  be  granted. 

CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 
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C)      Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 


Code  Section  1461;  and  California  Constitution.  Article  I,  Section  1 


FOR  PROPOSED  ACTION:  CONSIDERATION  OF  MEDICAL  STAFF  CREDENTIAUNG 

(Michael  McShane,  LHH  Chief  of  Staff) 

D)     Reconvene  in  Open  Session 
16)  ADJOURNMENT 

Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

Directions  to  Laguna  Honda 

Laguna  Honda  Hospital's  John  T.  Kanaley  Community  Center  is  located  on  the  new  Laguna  Honda  Hospital 
Esplanade,  Level  PI  and  is  wheelchair  accessible.  From  the  new  hospital  entrance,  take  the  elevators  to  Level 
PI.  Follow  the  signs  to  the  Community  Center. 

Disability  Access 

Wheel  chair  assisted  participants  arriving  by  motor  car  should  park  in  the  large  main  parking  lost  east  of  the 
Hospital,  utilizing  the  east  lot  wheelchair  entrance  ramp  to  the  Main  Building.  Upon  entering  the  building, 
proceed  straight  ahead  the  entire  length  of  the  building  to  the  west  end  of  the  5th  floor,  where  there  is  an 
elevator  at  the  far  end  of  an  open  air  area,  take  the  elevator  down  to  the  first  floor,  where  signs  will  direct  you  to 
Simon  Auditorium  and  Conference  Room  B102.  Muni  metro  subway,  most  motorbus  lines  and  Forest  Hill  Station 
are  wheelchair  accessible,  as  are  the  Hospital  buildings. 

If  you  require  special  listening  devices,  American  sign  language  interpreters  and  readers,  large  print  copy  of 
agenda  or  other  special  services,  please  advise  Laguna  Honda  Administration  at  759-2363,  at  least  72  hours  prior 
to  the  meeting.  Late  requests  will  be  honored  if  possible. 

Please  help  accommodate  individuals  with  severe  allergies,  environmental  illnesses,  multiple  chemical  sensitivity 
or  related  disabilities  by  refraining  from  wearing  fragrances. 

Public  Transportation 

You  are  encouraged  to  utilize  public  transportation.  The  Forest  Hill  Muni  (surface/subway)  Station  is  located 
across  the  street  from  the  Hospital's  entrance.  The  K,  L  and  M  streetcar  lines  stop  at  Forest  Hill  Station,  and  can 
be  boarded  at  most  BART/MUNI  stations,  including  Civic  Center  Station,  located  on  Market  street,  one  block  from 
Civic  Center  Garage  across  from  City  Hall,  (entrance  on  McAllister  between  Polk  and  Larkin  streets,  and  day-long 
parking  is  available). 

Motorbus  lines  #36  Teresita,  #43  Masonic,  #44  O'Shaughnessy,  and  #52  Excelsior  serwe  the  Forest  Hill  Station. 
You  may  transfer  to  the  Laguna  l-londa  (wheel  chair  accessible)  shuttle  vam,  which  provides  services  5-days  a 
week,  every  30  minutes,  from  6:30  a.m.  6:00  p.m.,  from  the  Forest  Hill  Station  to  the  hospital  (Pavilion)  main 
entrance,  adjacent  to  a  wheelchair  ramp.  For  more  information  about  MUNI  accessible  services,  call  923-6142. 

Hospital  Parking 

Although  it  is  possible  to  park  in  the  neighborhood  of  the  hospital  -  on  Laguna  Honda  Boulevard  and  Clarendon 
Drive  -  nearby  residential  area  parking  is  limited  to  2  hours.  Parking  on  the  hospital  grounds  is  free  but  limited. 
On  hospital  grounds  you  are  welcome  to  park  in  any  identified  legal  parking  space,  which  does  not  carry  a 
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rectangular  "reserved"  sign  over  the  space  or  block  of  spaces.  Local  parking  regulations  are  strictly  enforced. 
Once  issued,  SFPD  tickets  cannot  be  reversed  as  a  "courtesy."  Please  be  sure  to  observe  all  parking  signs  and 
marked  curbs.  Parking  for  wheelchair  users  is  located  at  the  went  end  of  the  Main  Building  parking  lot,  and  also 
at  Clarendon  Valley  and  in  the  Clarendon  east  parking  lot. 

Accessible  Meeting  Policy 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  the  Sunshine  Ordinance  Task  Force  or 
by  printing  Chapter  67  of  the  San  Francisco  Administrative  Code  on  the  Internet,  at 
http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  October  15,  2013,  4:00  p.m. 
LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 
John  T.  Kanaiey  Community  Center 
375  Laguna  Honda  Boulevard 
San  Francisco,  CA  94116-1411 


1)  CALL  TO  ORDER 
Present: 


Commissioner  Sonia  E.  Melara,  MSW,  President  [exited  the  meeting  at  5:55pm) 
Commissioner  Edward  A.  Chow  M.D. 
Commissioner  Cecilia  Chung 
Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D.  [exited  the  meeting  at  5:26pm) 
Commissioner  David  B.  Singer 
Commissioner  Belle  Taylor-McGhee 


The  meeting  was  called  to  order  at  4:01pm. 


GOVERNMENT 
D0CUMEr-4TS  DEPT 

NOV  "4  Z013 

SAN  FRANCISCO 
PUBLIC  LIBRARY 


2)  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETINGS  OF  SEPTEMBER  19.  2013  AND 
OCTOBER  1.  2013. 

Public  Comment: 


Patrick  Monette  Shaw  stated  that  the  Sunshine  Ordinance  Taskforce  ruled  in  his  favor  regarding  the  complaint 
made  by  he  and  Dr.  Maria  Rivero  against  the  Health  Commission.  The  complaint  stated  that  the  Health 
Commission  did  not  list  appropriate  descriptions  of  agenda  items.  He  stated  that  the  October  15,  2013  agenda 
item  descriptions  are  still  insufficient.  He  added  that  all  Health  Commissioners  and  Director  Garcia  are 
responsible  for  insuring  that  appropriate  agenda  item  descriptions  are  utilized. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  minutes  of  the  meetings  of 
September  19,  2013  and  October  1,  2013. 


3)        Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 

http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

Laguna  Honda  FY  2013-2014  Priorities 

In  alignment  with  the  Department's  goals  to  prepare  for  healthcare  reform,  stay  fiscally  prudent  and  establish 
an  integrated  delivery  system,  Laguna  Honda  leadership  established  five  priorities  for  FY  2013-2014  to  guide 
managers.  The  five  priorities  include: 


1.  Implementing  Healthcare  /?e/orm— preparing  Laguna  Honda  for  the  system  changes  required  in 
preparation  of  the  Affordable  Care  Act  implementation, 

2.  Appropriate  Level  of  Care  -  ensure  patient  flow  supports  residents  being  served  at  the  appropriate 
level,  with  a  focus  on  discharging  patients  who  no  longer  need  rehabilitative  or  skilled  nursing  care, 

3.  Fiscal  Responsibility—stay\ng  within  annual  budget  allocations  and  practicing  the  three  r's-- 
reductions,  reallocation  and  revenue, 

4.  Create  Service  Delivery  Improvements— app\y\ng  efficiencies  and  innovations,  and  establishing  an 
integrated  delivery  system  of  care,  and 

5.  Wellness— '\n  coordination  with  department  and  city-wide  planning,  establish  a  culture  of  wellness  at 
the  Laguna  Honda  campus. 

The  following  highlight  the  implementation  of  these  initiatives  to  date: 

Healthcare  Reform 

Integrated  Delivery  System 

Rehabilitation  Services  at  Laguna  Honda,  San  Francisco  General  Hospital  and  Health  at  Home  have 
been  moving  towards  delivery  system  integration  that  supports  our  ability  to  successfully  respond  to 
healthcare  reform.  Some  of  the  initiatives  they  have  implemented  include: 

•  combining  a  director  position  that  oversees  both  Rehabilitative  Services  at  Laguna  Honda,  San 
Francisco  General  Hospital  and  Health  at  Home, 

•  conducting  inter-divisional  strategic  planning  meetings, 

•  completing  inter-departmental  interviews  for  physical  therapy  positions  open  at  both  Laguna 
Honda  and  San  Francisco  General  Hospitals, 

•  developing  IT  systems  that  are  consistent  across  facilities  to  improve  communication  and 
informational  sharing,  allowing  for  webinar  and  Skype  capability  and  uniform  in-service  trainings 
across  the  divisions,  and 

•  implementing  Wi-Fi  access  for  Health  at  Home  field  clinicians  to  facilitate  timely  communication 
across  the  continuum. 

Appropriate  Level  of  Care 

Discharge  Planning 

This  year,  Laguna  Honda's  patient  flow  planning  is  focused  on  enhancing  programs  that  will  support 
patient  independence  and  preparation  for  discharge.  Subsequently,  more  beds  will  be  freed  up  to  be 
used  by  San  Francisco  patients  who  are  waiting  for  admission  from  home,  San  Francisco  General 
Hospital,  other  DPH  programs  and  other  referring  hospitals.  The  chart  below  illustrates  the  increase  in 
the  number  of  overall  admissions  to  Laguna  Honda  and  concurrently,  the  increase  in  patients  being 
transferred  from  San  Francisco  General  Hospital. 

Chambers  Settlement  Agreement 

The  settlement  agreement  reached  between  the  City  and  County  of  San  Francisco  and  Disability  Rights  of 
California  in  the  matter  of.  Chambers,  et.  al.  vs.  City  and  County  of  San  Francisco,  has  now  expired  on 
September  18,  2013.  The  expiration  concludes  this  class  action  lawsuit,  that  was  filed  in  federal  court  on 
October  12,  2006.  In  implementing  the  settlement  terms,  our  objective  was  to  ensure  that  class  members, 
essentially  Laguna  Honda  residents,  were  not  unnecessarily  institutionalized  and  are  provided  with  long- 
term  care  services  in  the  most  integrated  setting  appropriate.  Many  individuals  as  well  as  agencies 
thought  creatively  and  implemented  a  settlement  lauded  by  Northern  District  Federal  Judge  William  Alsup 
as  "one  of  a  kind"  and  "worthy  of  media  attention."  Many  thanks  to  those  who  played  an  instrumental 
role  in  moving  all  the  various  pieces  forward.  DPH  now  has  a  new  standard  for  providing  integrated  living 
options  that  will  undoubtedly  continue  to  evolve  as  we  provide  our  clients  with  the  best  possible  care  and 
rehabilitation  towards  independent  living. 
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Fiscal  Responsibility 

SB  239  Medi-Cal  Hospital  Reimbursement  Improvement  and  Restoration  Act  of  2013 

The  Medl-Cal  Hospital  Reimbursement  Improvement  and  Restoration  Act  of  2013  (SB  239)  will 
prospectively  restore  Medi-Cal  payments  to  all  hospital  distinct  part  skilled  nursing  facilities  by 
removing  the  rate  freeze  at  2008-2009  levels  and  eliminating  the  ten  percent  cuts.  SB  239  successfully 
passed  the  California  state  legislature  on  September  11,  2013  having  received  no  negative  votes  during 
committee  hearings  or  floor  votes.  The  bill  was  signed  by  Governor  Brown  on  October  8,  2013.  The 
restoration  was  effective  as  of  October  1,  2013. 

Continuous  iVIonitoring  of  Revenue  Neutral  Budget  Initiatives 

On  a  quarterly  basis,  Finance  staff  provides  a  status  report  to  track  all  prior-year  revenue-backed 
budget  initiatives  and  monitor  their  performance.  Initiatives  that  did  not  meet  the  expected  revenue 
targets  are  reviewed  by  hospital  executive  and  clinical  staff  for  adjustments  to  ensure  that  they  are 
closely  aligned  with  the  actual  operation.  Budgeted  positions  are  kept  vacant  for  salary  attrition 
savings. 

In  FY  2012-2013,  a  budget  initiative  was  created  to  improve  utilization  of  SNF  beds.  The  hospital 
converted  four  licensed  acute  beds  to  skilled  nursing  use  for  an  additional  $1.2M  in  patient  revenues. 
Not  only  did  the  hospital  achieve  the  budgeted  revenue  target,  we  exceeded  the  total  revenue  budget 
by  $12. OM.  This  was  due  to  a  higher  daily  census  through  improved  patient  flow  and  better  utilization 
of  vacant  beds. 

Revenue  and  Expenditure  Report  4^"  Quarter  FY  2012-2013 

Year-end  projections  show  a  deficit  of  $0.7  million,  due  to  a  0.4  percent  shortfall  in  revenues 
compared  to  revised  budget.  Surplus  revenues  were  re-appropriated  for  other  uses  in  the  April 
supplemental  appropriation. 

Capital  Grants  Approval 

We  received  notice  last  week  that  Laguna  Honda  has  been  approved  to  receive  grant  funding 
from  the  Metropolitan  Transportation  Commission  as  part  of  its'  Federal  Transit  Administration 
(FTA)  Section  5310  Elderly  and  Disabled  Transit  Program.  It  is  anticipated  that  Laguna  Honda  will 
receive  funding  for  three  buses  (two  medium  and  one  larger  bus).  The  buses  will  be  used  to 
transport  residents  for  community  outings,  an  important  activity  to  maintain  connections  within 
the  greater  community  and  outside  the  Laguna  Honda  campus. 

Service  Delivery  Improvements 

Flu  Prevention 

Last  year,  Laguna  Honda's  successful  flu  prevention  program  resulted  in  91%  of  staff  receiving  the  flu 
vaccine.  Outbreaks  declined  from  17  to  11  and  costs  for  pharmaceuticals  to  treat  the  flu  decreased  by 
$80,000  from  the  previous  year. 

This  year  Laguna  Honda  intends  to  exceed  last  year's  record  for  staff  flu  vaccinations. 
The  plan  for  the  2013-2014  influenza  season  includes  a  robust  resident  and  employee  influenza 
vaccination  campaign  with  the  goal  to  achieve  95%  vaccination  rates  for  staff  and  residents.  Resident 
vaccinations  will  begin  on  October  15th;  employee  vaccinations  will  begin  on  October  22nd.  New  this 
season  is  a  non-egg-based  vaccine  that  may  be  administered  to  people  with  egg  allergy. 

Emergency  Preparedness 

The  hospital  has  dedicated  its  efforts  on  disaster  preparedness.  Laguna  Honda  staff  who  have 
assigned  and  designated  roles  with  the  Hospital  Incident  Command  System  (HICS)  attended  an  all-day 
emergency  preparedness  training  on  October  11.  The  goal  was  to  ensure  that  HICS  leaders  continue  to 
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enhance  their  ability  to  execute  their  assigned  roles  as  well  as  learn  back  up  assignments  during 
emergencies  and  disasters.  Two  disaster  drills  last  earlier  this  year  focused  on  monitoring  staff's 
preparation  with  their  own  go-bags,  at  which  75%  of  staff  brought  in  their  go-bags  to  work. 

Wellness 

Wellness  Council  Activities 

Laguna  Honda  created  its'  first  Wellness  Council  in  October  2012.  During  the  first  year  they  have 
collaborated  with  UCSF  to  conduct  employee  focus  groups  and  need  assessments  and  have  created 
various  on-campus  programs  that  are  open  to  staff,  residents  and  the  community.  Among  the  many 
activities  include:  meditation,  yoga,  lunch-time  nature  walks  zumba,  nutritional  education  and  more. 
They  have  created  an  intranet  wellness  button  that  includes  tips  that  can  be  adopted  to  support 
personal  and  group  wellness.  Attached  you  will  find  a  sheet  of  Wellness  tips  downloaded  from  the  site. 

Events 

Dellbrook  Street  Block  Party 

For  a  second  year,  Laguna  Honda  was  invited  to  participate  in  the  September  29*^  neighborhood  block 
party  on  Dellbrook  Street,  in  Midtown  Terrace.  Staff  provided  treats  for  the  neighborhood  kids  and 
solicited  feedback  from  neighbors  who  are  interested  in  collaborating  to  create  a  community  garden 
on  the  Laguna  Honda  campus.  Planning  will  begin  this  Fall. 

Softball 

Final  standings  for  the  three  Laguna  Honda  Softball  Teams  are:  Squirrels  -  3  wins  and  3  losses,  Hawks  - 
0  wins  and  7  losses,  Coyotes  -  7  wins  and  1  loss-  finishing  In  1^'  place!  The  Laguna  Honda  Coyotes 
Softball  team  will  be  heading  to  the  playoffs.  Playoff  games  begin  in  October. 

Laguna  Honda  Annual  Picnic 

Re-igniting  a  long-time  tradition-the  Laguna  Honda  Annual  Picnic  will  be  held  on  October  19**^  from  11 
am  to  3  pm  at  Golden  Gate  Park's  Stow  Lake  with  a  BBQ  picnic,  games,  and  fun  for  all.  I'd  like  to  extend 
a  warm  welcome  to  the  Commission  to  join  us  on  this  festive  day. 

Addendum  to  the  Directors  Report: 
Disappearance  and  Death  of  Lynne  Spalding  Ford  at  San  Francisco  General  Hospital 

As  the  Commissioners  know,  on  October      a  body  soon  identified  as  Lynne  Spalding  Ford  was  found  in  a  fire 
stairwell  on  the  San  Francisco  General  Hospital  and  Trauma  Center  (SFGH)  campus.  Ms.  Spalding  Ford  had 
been  missing  since  she  left  her  hospital  room  on  September  21^\ 

Hospital  leaders  were  in  touch  with  Ms.  Spalding  Ford's  family  since  the  morning  that  she  went  missing.  All  of 
DPH  joins  together  in  expressing  our  deepest  sympathy  to  the  family  for  their  loss.  The  hospital  leadership 
and  staff  are  devastated  by  this  terrible  event. 

At  this  time,  we  do  not  know  what  happened.  We  are  fully  cooperating  with  investigations  by  the  San 
Francisco  Police  Department,  the  San  Francisco  Sheriff's  Department,  the  California  Department  of  Public 
Health,  and  the  Joint  Commission.  We  are  awaiting  the  San  Francisco  Medical  Examiner's  determination  of 
cause  and  time  of  death.  SFGH  provides  patient  care  and  security  to  more  than  100,000  patients  and  their 
families  each  year.  Nothing  like  this  has  happened  before  -  this  event  is  without  precedent. 

On  Thursday,  October  10*^  Mayor  Ed  Lee  and  I  visited  the  hospital  to  express  our  support  and  sympathy  to  the 
family  and  staff  during  this  crisis.  Mayor  Lee  has  called  for  an  independent  review  of  the  hospital's  safety  and 
security  systems.  The  review  will  be  conducted  by  UCSF  to  help  ensure  that  we  are  doing  everything  we  can  to 
honor  our  pledge  to  Ms.  Spalding  Ford's  family  that  this  tragedy  will  never  be  repeated,  and  to  ensure  that  the 

Health  Commission  Minutes 
October  15,  2013 
Page  4 


SFGH  campus  is  safe  for  all  our  current  and  future  patients.  At  the  end  of  this  process,  SFGH  will  be  a  stronger 
organization. 

While  the  terms  of  the  independent  review  are  still  being  defined,  the  hospital  has  already  taken  a  number  of 
steps  to  improve  security.  I  will  keep  the  Health  Commission  updated  as  this  situation  unfolds.  I  know  that  you 
join  me  and  everyone  at  DPH  and  SFGH  in  expressing  our  condolences  to  Lynne  Spalding  Ford's  family  and 
friends  and  in  our  steadfast  commitment  to  find  answers  and  fix  this  problem. 
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COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 

October  2013 
Governing  Body  Report  -  Credentialing  Summary 
(9/19/13  BUSINESS-MEG) 


10/2013 

07/2013  to  06/2014 

New  Appointments 
Reinstatements 

45 

116 

Reappointments 
Delinquencies: 
Reappointment  Denials: 

49 

214 

Resigned/Retired: 
Disciplinary  Actions 
Administrative  Suspension 

34 

110 

Restriction/Limitation-Privileges 

Deceased 

1 

Ctianges  in  Privileges 
Voluntary  Relinquishments 
Additions 

Proctorship  Completed 

15 
14 
15 

53 
58 
77 

Current  Statistics  -  as  of  9/9/13 

Active  Staff 

481 

Courtesy  Staff 

479 

Affiliated  Professionals  (non-physicians) 

246 

TOTAL  MEMBERS 

1,206 

Applications  in  Process 

144 

Applications  Withdrawn  Month  of  October  2013 

0 

SFGH  Reappointments  in  Process  11/2013  to  1/2014 

125 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


OCTOBER  2013 
Health  Commission  -  Director  of  Health  Report 

(October  10,  2013  Medical  Exec  Committee) 


(FY  2013-2014) 

October 

Year-to-Date 

New  Appointments 

0 

8 

Reinstatements 

0 

0 

Reappointments 

5 

18 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

Resigned/Retired: 

2 

6 

Disciplinary  Actions 

0 

0 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

1 

4 

Proctorship  Extension 

0 

0 

Current  Statistics  -  as  of  10/4/2013 

Active  Medical  Staff 

38 

As-Needed  Medical  Staff 

14 

External  Consultant  Medical  Staff 

43 

Courtesy  Medical  Staff 

1 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

102 

Applications  in  Process  1 
Applications  Withdrawn  Month  of  October  2013  0 
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Commissioner  Comments/Follow-Up: 

Commissioner  Chow  thanked  Director  Garcia  for  providing  an  update  on  the  death  of  Ms.  Spalding  and  for 
providing  the  Health  Commission  with  ongoing  updates  on  the  related  investigations. 

4)  GENERAL  PUBLIC  COMMENT 

Patrick  Monette-Shaw  stated  that  the  Health  Commission  did  not  put  the  issue  of  moving  the  SFDPH 
outpatient  dialysis  program  from  SFGH  to  LHH  on  its  full  Commission  agenda  nor  did  it  pass  a  resolution 
regarding  this  issue.  He  added  that  Supervisor  Campos  has  called  a  meeting  to  discuss  the  issue  and  the 
current  SFDPH  outpatient  dialysis  services  RFP. 

David  Ratliff,  LHH  resident,  stated  that  he  has  been  a  patient  of  the  SFDPH  outpatient  dialysis  center  which  is 
currently  located  in  an  uncomfortable  old  facility.  He  added  that  he  looks  forward  to  the  services  being 
provided  in  a  new  facility. 

5)  COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 

Commissioner  Belle  Taylor-McGhee,  Committee  Chair,  stated  that  the  Committee  heard  an  update  on  the  San 
Francisco  Health  Improvement  Partnership  (SFHIP),  which  supports  three  health  priorities:  Ensure  Safe  and 
Healthy  Living  Environments;  Increase  Healthy  Eating  and  Physical  Activity;  and  increase  access  to  high  quality 
health  care  and  services.  Commissioner  Taylor-McGhee  also  stated  that  the  Committee  heard  a  presentation 
by  Dr.  Tomas  Aragon  on  planning  using  a  Results-Based  Accountability  strategy. 

Commissioner  Comments/Follow-Up: 

Regarding  Dr.  Aragon's  presentation  material.  Commissioner  Singer  requested  that  the  SFDPH  include  its  goals 
and  relevant  best  practices  when  presenting  health  data  to  give  the  Health  Commission  a  context  of  the 
information  being  presented. 

6)  CONSENT  CALENDAR 

There  were  no  items  on  the  consent  calendar. 

Public  Comment: 

Patrick  Monette-Shaw  stated  that  each  item  on  the  consent  calendar  should  be  listed  separately.  He  also 
stated  that  he  supports  Commissioner  Singer's  request  to  contextual  data  presented  by  the  SFDPH. 

7)  RESOLUTION:  IN  SUPPORT  OF  THE  SAN  FRANCISCO  HEALTH  NETWORK 

Commissioner  Comments/Follow-Up: 

Commissioners  Singer  suggested  the  following  amendment  to  the  draft  resolution: 

"WHEREAS  with  increased  access  and  funding  for  healthcare  nationally,  the  financial  dynamics  of  our 
local  healthcare  ecosystem  will  now  require  public  facilities  to  compete  for  patients  that  heretofore 
had  very  limited  choices  for  care  outside  the  public  system." 

Action  Taken:  The  Health  Commission  unanimously  approved  the  resolution:  In  Support  of  the  San 
Francisco  Health  Network.  (See  Attachment  A) 

8)  LACUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER  (LHH)EMPLOYEE  RECOGNITITION 
AWARDS: 

Mivic  Hirose,  LHH  Executive  Administrator  read  the  names  of  the  following  individuals  and  teams: 
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LHH  Staff  Who  Responded  to  the  Asiana  Airline  Crash: 

Gladis  Rivera,  Jenny  Tarn,  Lilia  Tse,  Wendy  Tan,  Olga  Daza,  Dr.  Colleen  Riley,  Elaine  Gecht,  Eric  Jamison, 
Lisa  Hoo,  Dr.  Michael  McShane,  Monica  Banchero,  Dr.  Steven  Thompson,  Dr.  Yeva  Johnson,  Audrina 
Frazier,  Norma  Canedo,  Maria  Dulce  Agana,  Kulwant  Kaur,  Taeho  Byun,  Juno  Pak,  Barbara  Clark,  Elsie 
Zarza,  Salome  Esteves,  Grace  Chen,  Macaria  Correa,  Margarita  Polishchuk,  Myrene  Fuertes,  Nellie 
Sarte,  Rosemarie  Albano,  Rufina  Hipolito,  Cristina  R.  Reyes,  Elizabeth  Dayrit,  Jill  LeCount,  Alicia 
Fortaleza,  Ghodsi  Davary,  Mekdelawit  Admassu  ,Adan  Subia,  Joey  Yu  , Rodney  Garrick,  Ivy  Wong, 
Janette  Liu  Kien,  Vuong  Mela  Yee,  Ricky  Chan,  Frances  Yam,  Lily  Ow,  Sandra  Susan  Rosen  Matsumura, 
Eunice  Lo,  Gary  Sakita 

Integrated  Pain  and  Wellness  Clinic  Team: 

Dr.  Grace  Dammann,  Dr.  Daniel  Rybold,  Dr.  Anne  Hughes,  Carol  Baillie,  Carol  Wilder,  Susan 
Edelsberg,Loren  Hollander,Mandy  Sen,  Eunice  Lo,  Alice  Wong. 

Five  Star  Crew: 

Regina  Gomez,  Jorge  Wong,  Kathleen  Khaw,  Jan  Voorsluys,  Ron  Lehrol 
LHH  Wellness  Team 

Araceli  Avalos,  Christine  Hanson,  Cynthia  Madonna,  Danielle  Podesta,  Dew  Thao,  Eileen  McSorley, 
Elizabeth  Williams,  Erika  Zipf-Williams,  Hardeep  Aulakh,Helen  Storrs,  Jamilah  Din,  Jean  Rosario, 
Jennifer  Carton-Wade,  John  Alexander,  Karen  Pfaeffle,  Kate  Durand,  Laurie  Agrillo,  Linda  Acosta,  Linda 
Fong-Elbaggari,  Loran  Hollander,  Marnie  Mejia,  Mekde  Admassu,  Nekeisha  Logan,  Norma  Canedo, 
Oletha  Hunt,  Patricia  Erwin,  Rodney  Garrick,  Sheetal  Kataria,  Shermineh  Jafarieh,  Sheryl  Ronquillo, 
Toni  Rucker,  Vickie  Wells,  Blue  Walcer,  Buffy  Bunting,  Carmen  Portillo,  Carol  Dawson-Rose,  Christine 
Siador,  David  Radliffe,  Gina  Mclntire,  Margaret  O'Sullivan,  Paul  Hendrikson,  Wylie  Liu 

Individual  Award: 
Lily  Ng 

Commissioner  Comments/Follow-Up: 

Commissioner  Sanchez,  LHH  JCC  Chair,  stated  that  he  is  humbled  by  the  dedication  of  the  LHH  staff  and 
thanked  everyone  for  their  innovative  work. 

9)         LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER  (LHH)  ANNUAL  REPORT 

Mivic  Hirose,  Chief  Executive  Administrator,  introduced  the  LHH  Annual  Report. 

Public  Comment: 

Patrick  Monette  shaw  stated  that  the  Sunshine  Ordinance  requires  that  materials  included  in  the  Health 
Commission  packet  be  made  available  to  the  public.  He  noted  that  copies  of  the  LHH  Annual  Report  were  not 
available  to  the  public.  He  also  asked  the  Health  Commission  to  examine  where  the  250  patients  that  were 
discharged  to  the  community  actually  went. 

David  Ratliffe,  LHH  resident,  stated  that  he  appreciates  Mr.  Monette-Shaw's  comments  and  also  very  much 
appreciates  the  work  done  by  LHH.  He  hopes  the  focus  of  everyone's  work  is  to  continue  to  improve  LHH. 

Jennifer  Andre,  LHH  resident,  stated  that  she  has  received  wonderful  care  at  LHH.  She  also  stated  that  the  LHH 
pain  clinic  has  been  very  helpful  and  that  she  is  working  towards  being  ready  for  an  eventual  discharge. 
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Commissioner  Comments/Follow-Up: 

Commissioner  Chow  thanked  LHH  for  an  excellent  report  and  for  the  ongoing  high  quality  of  services.  He 
recommended  that  the  LHH  JCC  have  a  detailed  discussion  regarding  the  number  of  LHH  residents  who  have 
left  against  medical  advice  or  who  were  considered  "AWOL." 

Commissioner  Sanchez  thanked  the  LHH  Executive  Staff  for  an  excellent  report.  He  stated  that  the  LHH  JCC  has 
discussed  the  discharge  data  and  will  continue  to  review  this  information  at  its  meetings. 

Commissioner  Chow  asked  for  more  information  on  the  transfer  of  acute  beds  to  the  skilled  nursing  facility. 
Ms.  Hirose  stated  that  due  to  a  low  average  daily  census  for  the  acute  beds,  LHH  transferred  four  beds  to  the 
skilled  nursing  facility,  leaving  eleven  acute  beds. 

Commissioner  Chung  thanked  all  the  LHH  staff  for  their  dedication  and  hard  work.  She  stated  that  the  resident 
and  family  member  praise  about  the  high  quality  of  care  at  LHH  is  a  testament  to  all  the  innovative  work  being 
done  by  all  LHH  staff  members. 

Commissioner  Karshmer  thanked  all  of  LHH  staff  for  their  impactful  work  and  passionate  dedication. 
Regarding  the  wellness  program,  she  asked  how  outcomes  will  be  measured.  Judith  Klain,  Director  of  LHH 
Administrative  Operations,  stated  that  UCSF  students  will  work  with  LHH  staff  to  develop  evaluation  measures 
for  this  program. 

The  Health  Commission  took  a  break  at  5:13pm  and  returned  to  open  session  at  5:26pm. 

10)  LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER  (LHH)  REPLACEMENT  PROJECT  UPDATE 

John  Thomas,  Department  of  Planning,  gave  the  update. 

Public  Comment: 

Patrick  Monnette-Shaw  stated  that  no  copies  of  the  LHH  Replacement  Project  Update  were  available  to  the 
public  at  the  meeting.  He  made  a  request  to  Mr.  Morewitz  to  send  him  a  copy  of  the  presentation.  He  also 
stated  that  the  $15M  in  change-orders  brings  the  LHH  Replacement  project  cost  overruns  to  $95M.  He  added 
that  the  Citizen's  General  Obligation  Bond  Oversight  Committee  has  postponed  the  review  of  the  LHH 
Replacement  Project  until  its  next  meeting.  Mr.  Monette-Shaw  stated  that  if  the  City  is  successful  in  retrieving 
$75M  from  negotiations  with  contractors  on  the  LHH  Replacement  project,  that  the  funds  should  go  to  the 
taxpayers  who  funded  the  $400M  bond  measure. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  asked  for  clarification  regarding  the  types  of  funding  for  the  LHH  remodel.  Mr.  Thomas 
stated  that  the  remodel  portion  of  the  bond  funded  work  was  exclusively  for  the  H-wing.  The  site  work  for  the 
old  buildings  and  the  new  buildings  is  the  next  stage;  this  will  include  access  the  loading  dock,  and  demolishing 
of  two  wings. 

11)  ADDENDUM  TO  THE  MEDICAL  STAFF  BODY  BY-LAWS 

Dr.  Michael  McShane,  LHH  Chief  of  Staff,  introduced  the  addendum.  He  stated  that  the  addendum  is  being 
added  due  to  feedback  given  to  LHH  during  a  survey  this  year. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  asked  if  the  requirement  of  having  a  medical  staff  member  writing  a  note  on  a  LHH 
resident  a  minimum  of  every  60  days  meets  the  state  requirement.  Dr.  McShane  stated  that  the  60-day 
minimum  does  meet  state  regulations  and  is  also  a  common  practice  at  other  similar  facilities.  He  added  that 
the  60-day  minimum  on  note  writing  will  only  be  used  for  those  LHH  residents  that  are  very  stable;  most  LHH 
residents  will  have  a  note  written  by  medical  staff  a  minimum  of  once  every  30  days. 
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12)  OTHER  BUSINESS 

Public  Comment: 

Patrick  Monette-Shaw  stated  that  at  a  previous  LHH  JCC  meeting.  Commissioner  Karsher  requested  that  the 
full  Commission  receive  a  presentation  on  the  reuse  of  older  LHH  buildings.  He  added  that  his  understanding  is 
that  everything  past  building  H  is  planned  for  demolition.  He  also  stated  that  an  assisted  living  facility  was 
originally  planned  for  the  older  LHH  buildings.  He  added  that  many  patients  of  the  SFDPH  outpatient  services 
are  not  supportive  of  the  move  of  the  facility  to  LHH. 

David  Ratliffe,  LHH  resident,  stated  that  SFGH  is  not  convenient  for  all  of  SFDPH  outpatient  dialysis  patients.  He 
reiterated  that  he  is  a  patient  of  the  services  and  knows  firsthand  that  the  current  facility  is  not  ideal. 

13)  JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Karshmer  stated  that  she  chaired  the  Sept  24,  2013  LHH  JCC  meeting  and  that  the  Committee 
reviewed  the  draft  LHH  Annual  Report;  draft  LHH  Replacement  Project  presentation;  and  approved  the  quality 
and  credentials  reports. 

Commissioner  Chow,  Chair  of  the  SFGH  JCC  meeting,  stated  that  the  Committee  reviewed  the  draft  SFGH 
Annual  Report;  draft  SFGH  Rebuild  Update;  LEAN  Update;  SFGH  CMS  Incentive  Plan  Update;  Facility  Update; 
and  approved  the  credentials  and  quality  reports. 

Public  Comment: 

Patrick  Monette-Shaw  stated  that  the  presentations  made  at  the  SFGH  JCC  about  the  SFDPH  outpatient  dialysis 
services  move  to  LHH  indicated  that  transportation  would  be  included  in  the  RFP.  He  also  stated  that  many  of 
these  patients  may  have  difficulty  dealing  with  the  logistics  of  alternative  transportion.  He  suggested  that  the 
SFDPH  outpatient  dialysis  services  be  moved  the  building  5  on  the  SFGH  campus. 

David  Ratliffe,  LHH  resident,  stated  that  LHH  is  located  on  bedrock  and  is  very  seismically  stable. 

14)  COMMITTEE  AGENDA  SETTING 
Public  Comment: 

Patrick  Monette-Shaw  stated  that  he  wants  the  Health  Commission  to  request  a  presentation  of  the  reuse  of 
the  older  LHH  buildings. 

15)  CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

CONSIDERATION  OF  MEDICAL  STAFF  CREDENTIALING 

D)  Reconvene  in  Open  Session 

Action  Taken:   The  Health  Commission  voted  not  to  disclose  discussion  of  the  items  in  Closed 
Session. 
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16)  ADJOURNMENT 

The  meeting  was  adjourned  at  6:46pm. 
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Attachment  A 


HEALTH  COMMISSION 
RESOLUTION  13-11 

APPROVING  THE  ESTABLISHMENT  OF  AN  INTEGRATED  DELIVERY  SYSTEM  WITHIN  THE  DEPARTMENT  OF 
PUBLIC  HEALTH:  THE  SAN  FRANCISCO  HEALTH  NETWORK 

WHEREAS,  There  will  be  dramatic  change  in  the  way  that  health  care  is  delivered  and  paid  for  under  both  the 
federal  implementation  of  the  Affordable  Care  Act  and  the  State  of  California's  move  to  managed  care  and 
Covered  California  insurance  exchange  requirements; 

WHEREAS,  These  health  care  changes  will  emphasize  the  management  of  patients  across  a  continuum  of 
services  and  levels  of  care  and  there  will  be  closer  scrutiny  given  to  quality  and  costs  of  care  delivered,  as  well 
as  on  the  outcomes  and  enhancement  of  health  status; 

WHEREAS,  The  expansion  of  coverage  for  previously  uninsured  patients  will  offer  thousands  of  San  Franciscans 
greater  opportunity  to  choose  their  health  care  system  and  it  is  in  the  interest  of  the  San  Francisco  Department 
of  Public  Health  (SFDPH)  to  retain  covered  patients  in  its  system; 

WHEREAS,  This  new  health  care  environment  will  require  significant  change  in  the  way  that  health  services  are 
provided  within  SFDPH  in  order  to  maintain  a  system  that  continues  to  meet  the  complex  needs  of  the 
populations  and  communities  that  rely  on  it  and  operates  in  a  manner  that  is  financially  and  operationally 
efficient; 

WHEREAS,  Because  of  the  scope  and  quality  of  medical,  behavioral  health  and  social  services  that  it  currently 
offers  in  conjunction  with  the  health  promotion  and  prevention  experience  within  its  Population  Health 
Division,  SFDPH  has  enormous  opportunity  to  establish  a  national  model  of  integrated  care; 

WHEREAS,  SFDPH  is  reorganizing  its  health  care  delivery  services  into  an  integrated  system  of  care,  called  the 
SF  Health  Network; 

WHEREAS,  The  development  of  the  SF  Health  Network  was  informed  by: 

•  More  than  a  year  of  broad-based  "integrated  delivery  system"  committees  comprising  a  cross- 
section  of  SFDPH  staff  and  stakeholders  which  established  targets  and  priorities  to  support  a  more 
coordinated  approach  to  health  care  delivery; 

•  Four  months  of  intense  work  by  "action  teams"  that  resulted  in  a  clear  implementation  plan  and 
the  organizational  structure  for  the  SF  Health  Network;  and 

•  Consultant  assistance  in  producing  data,  researching  models  and  options  and  bringing  best 
practices  from  other  communities  for  consideration; 

WHEREAS,  on  October  1,  2013,  the  Health  Commission  was  presented  with  a  summary  of  the  rationale,  steps  in 
the  development  process,  priorities  and  structure  of  the  SF  Health  Network; 

WHEREAS,  at  its  October  1,  2013  meeting,  the  Health  Commission  expressed  support  of  the  Department  of 
Public  Health's  plan  to  initiate  the  new  SF  Health  Network  structure; 

WHEREAS  with  increased  access  and  funding  for  healthcare  nationally,  the  financial  dynamics  of  our  local 
healthcare  ecosystem  will  now  require  public  facilities  to  compete  for  patients  that  heretofore  had  very 
limited  choices  for  care  outside  the  public  system. 
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NOW  BE  IT  RESOLVED,  That  the  Health  Commission  formally  supports  the  establishment  of  the  SF  Health 
Network  as  the  integrated  delivery  system  of  the  San  Francisco  Department  of  Public  Health;  and 

BE  IT  FURTHER  RESOLVED,  That  the  Health  Commission  commends  and  thanks  the  scores  of  staff  within  SFDPH 
who  worked  to  bring  to  life  this  innovative  model. 


I  hereby  certify  that  the  San  Francisco  Health  Commission  at  its  meeting  of  October  15,  2013  adopted  the 
foregoing  resolution. 


Mark  Morewltz 
Health  Commission  Executive  Secretary 
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NOTE  CHANGE  OF  LOCATION 
AGENDA 
HEALTH  COMMISSION  MEETING 
Tuesday,  November  5,  2013, 4:00  p.m. 
1001  Potrero  Avenue,  Carr  Auditorium 
San  Francisco,  CA  94110 


1) 
2) 

3) 


4) 


CALL  TO  ORDER 


PROPOSED  ACTION: 


FOR  DISCUSSION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 


OF  OCTOBER  15.  2013. 

*  Minutes  of  the  meeting  of  October  15,  2013 

DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


0  4- 


A09:16  RCVD 
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GENERAL  PUBLIC  COMMENT 

At  THIS  TIME,  MEMBERS  OF  THE  PUBLIC  MAY  ADDRESS  THE  COMMISSION  ON  ITEMS  OF  INTEREST  TO  THE  PUBLIC  THAT  ARE 

within  the  subject  matter  jurisdiction  of  the  commission  that  are  not  on  this  meeting  agenda.  with 
respect  to  agenda  items,  your  opportunity  to  address  the  commission  will  be  afforded  when  the  item  is 
reached  in  the  meeting.  each  member  of  the  public  may  address  the  commission  for  up  to  three  minutes. 
The  Brown  Act  forbids  a  commission  from  taking  action  or  discussing  any  item  not  appearing  on  the 

POSTED  agenda,  INCLUDING  THOSE  ITEMS  RAISED  AT  PUBLIC  COMMENT. 


5) 


FOR  DISCUSSION  AND 


FINANCE  AND  PLANNING  COMMITTEE 

(Health  Commissioner  Cecilia  Chung,  Committee  Chair) 


POSSIBLE  ACTION: 

THE  COMMITTEE  CHAIR  WILL  GIVE  A  BRIEF  UPDATE  ON  MATTERS  DISCUSSED  AND/OR  RECOMMENDATIONS  MADE  IN  THIS 

Committee  including  but  not  limited  to  the  November  2013  contracts  report. 


FOR  ACTION:  CONSENT  CALENDAR 

•  November  2013  CONTRACTS  REPORT 

•  Request  for  approval  of  a  new  perpetual  software  license  agreement 

AND  implementation  SERVICES  WITH  CONSILIENCE  SOFTWARE,  INC.  FOR  THE 
MAVEN  APPLICATION  FOR  USE  BY  THE  COMMUNICABLE  DISEASE,  HIV/SID,  TB 
UNITS  OF  THE  PUBLIC  HEALTH  DIVISION  OF  THE  DEPARTMENT  OF  HEALTH  IN  THE 
AMOUNT  OF  $1,248,750  FOR  THE  PERIOD  NOVEMBER  1,  2013  TO  JUNE  30, 
2018  (56  MONTHS). 

•  REQUEST  FOR  APPROVAL  OF  A  NEW  CONTRACT  WITH  THE  SAN  FRANCISCO  AIDS 

Foundation  (SFAF),  in  the  amount  of  $1,684,560,  which  includes  a  12% 
contingency,  to  provide  syringe  access  services,  for  the  period  of  july  1, 
2013  THROUGH  June  30, 2014  (1  YEAR). 

•  Request  for  approval  of  a  new  contract  with  the  Henry  J.  Kaiser  Family 
Foundation,  in  the  amount  of  $358,370,  which  includes  a  12% 
contingency,  to  provide  social  media  campaign  services  "greater  than 
AIDS  Speak  Out,"  for  the  period  of  October  l,  2013  through  December 

31,  2013  (3  MONTHS). 

•  Request  for  approval  of  a  new  agreement  in  the  amount  of  $1,800,000 
WITH  NovaSom,  Inc.  which  includes  an  initial  term  of  five  years,  with  one 

OPTION  TO  renew  FOR  AN  ADDITIONAL  FIVE  YEARS,  IN  THE  AMOUNT  OF 

$803,572,  TO  PROVIDE  HOME  Sleep  Testing  (HST)  services  for  the  San 
Francisco  Health  Network  of  the  Department  for  the  term  of  December 
1,  2013  THROUGH  November  30,  2023  (120  months). 


All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health 
Commission  and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate 

DISCUSSION  OF  these  ITEMS  UNLESS  A  MEMBER  OF  THE  COMMISSION  OR  THE  PUBLIC  SO  REQUESTS,  IN  WHICH  EVENT  THE 
matter  WILL  BE  REMOVED  FROM  THE  CONSENT  CALENDAR  AND  CONSIDERED  AS  A  SEPARATE  ITEM. 

FOR  DISCUSSION  AND  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH) 

POSSIBLE  ACTION:  EMPLOYEE  RECOGNITION  AWARDS 

(Commissioner  Edward  Chow,  MD,  SFGH  JCC  Chair) 

The  Health  Commission  recognizes  individuals  and  teams  of  employees  for  their  contributions  to  SFGH. 


FOR  DISCUSSION  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)  ANNUAL  REPORT 

POSSIBLE  ACTION:  (Susan  Currin,  SFGH  CEO) 

THE  ANNUAL  REPORT  HIGHLIGHTS  SFGH  ACHIEVEMENTS  AND  IMPORTANT  EVENTS  DURING  THE  FISCAL  YEAR  2012-13. 

FOR  DISCUSSION  AND  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)ENVIRONMENT  OF  CARE 

POSSIBLE  ACTION:  REPORT 

(Iman  Nazeeri-Simmons,  SFGH  Chief  Quality  Officer) 

THIS  IS  AN  OVERVIEW  AND  DISCUSSION  OF  THE  SFGH  ENVIRONMENT  OF  CARE  REPORT.  THE  GOAL  OF  SFGH'S  ENVIRONMENT 
OF  CARE  SAFETY  PROGRAM  IS  TO  PROVIDE  FOR  A  SAFE  AND  EFFECTIVE  ENVIRONMENT  OF  CARE  FOR  PATIENTS,  VISITORS, 
VOLUNTEERS  AND  STAFF.  THE  ENVIRONMENT  OF  CARE  REPORT  IS  REVIEWED  AND  APPROVED  BY  THE  HEALTH 

Commission  annually. 
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FOR  DISCUSSION  AND  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)PERFORMANCE 

POSSIBLE  ACTION:  IMPROVEMENT  AND  PATIENT  SAFETY  POLICY 

(Iman  Nazeeri-Simmons,  SFGH  Chief  Quality  Officer) 

Discussion  and  vote  on  changes  made  to  the  sfgh  performance  improvement  and  patient  safety  policy, 
the  intent  of  the  program  is  to  promote  a  culture  of  safety  throughout  sfgh.  the  performance 

improvement  and  PATIENT  SAFETY  POLICY  IS  REVIEW/ED  AND  APPROVED  BY  THE  HEALTH  COMMISSION  ANNUALLY. 

FOR  DISCUSSION  AND  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)HOSPITAL  PLAN  FOR 

POSSIBLE  ACTION:  PROVISION  OF  CARE  POLICY 

(Iman  Nazeeri-Simmons,  SFGH  Chief  Quality  Officer) 

DISCUSSION  AND  VOTE  ON  CHANGES  MADE  TO  THE  SFGH  HOSPITAL  PLAN  FOR  PROVISION  OF  CARE  POLICY.  THE  PURPOSE 
OF  THIS  POLICY  IS  TO  DEFINE  ORGANIZATION-WIDE  PROCESSES  AND  ACTIVITIES  THAT  MAXIMIZE  THE  COORDINATION  AND 
PROVISION  OF  CARE  TO  PATIENTS  AT  SFGH.  THE  HOSPITAL  PLAN  FOR  PROVISION  OF  CARE  POLICY  IS  REVIEWED  AND 
APPROVED  BY  THE  HEALTH  COMMISSION  ANNUALLY. 

FOR  DISCUSSION  AND  RESOLUTION:  AUTHORIZING  THE  EXECUTIVE  ADMINISTRATOR  OF 

POSSIBLE  ACTION:  SFGH  TO  APPLY  FOR  LICENSES  TO  TREAT  PATIENTS  WITH  MENTAL 

ILLNESS  AND  APPOINT  AN  ADMINISTRATOR  TO  EACH  OF  THE 

LICENSED  FACILITIES 

(Sharon  McCole-Wicher,  Director  of  the  SFGH  Behavioral 
Health  Center) 

THIS  RESOLUTION  IS  PART  OF  THE  LICENSING  RENEWAL  PROCESS  FOR  THE  SFGH  BEHAVIORAL  HEALTH  CENTER. 

FOR  DISCUSSION  AND  SAN  FRANCISCO  GENERAL  HOSPITAL  FOUNDATION  UPDATE 

POSSIBLE  ACTION:  (Stephanie  Bray,  Executive  Director) 

UPDATE  ON  ACTIVITIES  OF  THE  SFGH  FOUNDATION. 

FOR  DISCUSSION  AND  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)  REBUILD  UPDATE 

POSSIBLE  ACTION:  (Terry  Saltz,  SFGH  Rebuild  Project  Director) 

THIS  IS  AN  OVERVIEW  AND  DISCUSSION  ON  THE  SFGH  REBUILD  PROJECT. 
OTHER  BUSINESS 

OPPORTUNITY  WHEN  COMMISSIONERS,  THE  DIRECTOR,  AND  THE  PUBLIC  MAY  BRING  UP  TOPICS  FOR  DISCUSSION, 
PROVIDING  THAT  ANY  ACTION  IS  DELAYED  UNTIL  PROPER  NOTICE  CAN  BE  GRANTED. 

FOR  DISCUSSION  AND:  JOINT  CONFERENCE  COMMITTEE  REPORTS 

POSSIBLE  ACTION: 

The  Sfgh  joint  conference  committee  chair  will  give  a  brief  report  on  matters  discussed  and/or 
recommendations  made  during  its  recent  meeting. 

FOR  DISCUSSION  AND  COMMITTEE  AGENDA  SETTING 

POSSIBLE  ACTION: 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 

PROVIDING  that  ANY  ACTION  IS  DELAYED  UNTIL  PROPER  NOTICE  CAN  BE  GRANTED. 


Health  Commission  Agenda 
November  5,  2013 
Page  3 


19)  CLOSED  SESSION 

ANTICIPATED  LITIGATION  AS  DEFENDANT  [SIGNIFICANT  EXPOSURE  TO  LITIGATION  RELATING  TO 
DEATH  OF  PATIENT  LYNNE  SPALDING  AT  SAN  FRANCISCO  GENERAL  HOSPITAL;  UNKNOWN  NUMBER 
OF  CASES] 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  invoke  the  attorney-client  privilege,  San  Francisco  Administrative  Code  section 
67.10(d),  and  hold  a  closed  session  as  described  in  subsection  (C)  below  (ACTION), 

C)  Closed  session  pursuant  to  California  Government  Code  Sections  54956.9(d)(2)  and  San  Francisco 
Administrative  Code  Section  67.10(d)(2),  regarding  death  of  patient  Lynne  Spalding  in  stairwell  at 
San  Francisco  General  Hospital)  (DISCUSSION  AND  POSSIBLE  ACTION) 

D)  (Reconvene  in  Open  Session)  Vote  on  whether  to  disclose  any  or  all  of  closed  session  discussion,  San 
Francisco  Administrative  Code  Section  67.12(a)  (ACTION) 

20)  ADJOURNMENT 

Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

Directions  to  SFGH/Dlsablitv  Access 

San  Francisco  General  Hospital  Carr  Auditorium  is  wheelchair  accessible  through  the  elevator  at  the  main 
entrance  on  22nd  Street.  There  is  a  direct  phone  link  located  at  the  elevator  for  those  who  require 
assistance.  There  is  accessible  parking  in  the  San  Francisco  General  Hospital  I  Lot,  which  is  adjacent  to  Carr 
Auditorium,  and  also  on  22nd  Street.  The  Hospital  is  accessible  by  wheelchair-friendly  MUNI  lines  #9  San 
Bruno,  #9X  San  Bruno  Express,  #19  Polk  (stops  2  blocks  away,  #33  Haight  Ashbury  and  #48  Quintera.  For 
further  information  regarding  MUNI  transportation,  please  call  923-6142,  673-MUNI  and  923-6366  (TDD). 
American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas. 
Please  make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of 
Public  Health,  Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission 
office  at  554-2666.  Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate 
these  individuals. 

If  you  require  special  listening  devices,  American  sign  language  interpreters  and  readers,  large  print  copy  of 
agenda  or  other  special  services,  please  advise  Laguna  Honda  Administration  at  759-2363,  at  least  72  hours  prior 
to  the  meeting.  Late  requests  will  be  honored  if  possible. 

Please  help  accommodate  individuals  with  severe  allergies,  environmental  illnesses,  multiple  chemical  sensitivity 
or  related  disabilities  by  refraining  from  wearing  fragrances. 
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Accessible  Meeting  Policy 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  the  Sunshine  Ordinance  Task  Force  or 
by  printing  Chapter  67  of  the  San  Francisco  Administrative  Code  on  the  Internet,  at 
http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  November  5,  2013,  4:00  p.m. 
1001  Potrero  Avenue,  Carr  Auditorium 
San  Francisco,  CA  94110 


1)  CALL  TO  ORDER 
Present: 


GOVERNMENT 

Commissioner  Sonia  E.  Melara,  MSW,  President  DOCUMENTS  DEPT 

Commissioner  Edward  A.  Chow  M.D. ,  Vice  President 

Commissioner  Cecilia  Chung  NOV  1  5  2013 

Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 

Commissioner  David  J.  Sanchez  Jr.,  Ph.D.  SAN  FRANGlSCO 

Commissioner  David  B.  Singer  PUBLIC  LIBRARY 

Commissioner  Belle  Taylor-McGhee 


The  meeting  was  called  to  order  at  4:05pm. 


2)  PROPOSED  ACTION:  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 

OF  OCTOBER  15.  2013. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  minutes  of  the  meeting  of 
October  15,  2013. 

3)  Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

1.  Update  on  Lynne  Spalding  Ford  (current  statement  of  10/24/13) 

San  Francisco  General  Hospital's  staff  and  leadership  are  deeply  shaken  by  the  tragic  death  of  Lynne  Spalding 
Ford  and  are  keeping  her  family  and  friends  foremost  in  our  minds  as  we  seek  answers  to  this  tragedy.  We 
commit  to  them  and  to  all  our  patients  and  families  that  this  problem  will  be  solved,  and  it  will  never  happen 
again. 

We  are  fully  cooperating  with  the  law  enforcement  investigations  by  police  and  sheriff,  which  are  still  open. 
We  expect  that  when  those  investigations  are  complete,  there  will  be  important  answers  to  what  happened  to 
Ms.  Spalding,  which  we  all  want  to  learn.  Also,  the  medical  examiner's  findings  of  time  and  cause  of  death  will 
provide  key  information. 


In  the  meantime,  we  have  taken  several  measures  to  tighten  the  security  of  our  emergency  exit  stairwells  and 
can  assure  our  patients,  staff  and  the  public  that  they  are  safer  now  than  they  have  ever  been.  These  steps 
include: 

■  daily  emergency  stairwell  checks  by  sheriff  deputies 

■  updated  all  emergency  stairwell  door  alarms  to  require  deactivation  with  a  key 

■  if  a  stairwell  alarm  rings,  it  will  trigger  a  security  check  by  sheriff  deputies 

■  if  a  stairwell  alarm  rings,  and  the  stairwell  is  near  a  patient  care  unit,  the  charge  nurse  will  immediately 
check  the  unit  to  ensure  that  all  patients  are  accounted  for 

We  have  reached  out  to  Lynne's  family  to  offer  condolences,  clear  information  and  any  resources  that  we  can 
provide.  We  are  working  with  our  staff  to  help  them  process  the  grief  of  Lynne's  death,  a  terrible  event  unlike 
anything  that  has  happened  here  before. 

San  Francisco  General  Hospital  treats  more  than  100,000  patients  and  their  families  each  year.  We  want  our 
patients  to  have  full  confidence  that  in  addition  to  excellent  health  care  services,  we  will  also  provide  for  their 
safety  and  security  when  they  are  on  our  campus. 

2.  Last  Asiana  Airlines  Accident  Patient  Released  in  Good  Condition,  109  Days  After  Admission 

San  Francisco  General  Hospital  and  Trauma  Center  is  pleased  to  announce  that  the  last  patient  from  the  Asiana 
Airlines  accident  was  released  in  good  condition  on  October  22  and  transferred  to  a  Bay  Area  rehabilitation 
facility. 

The  female  patient  arrived  in  critical  condition  on  Saturday  July  6,  with  complex,  life-threatening  injuries.  She 
suffered  spinal  cord  injury  that  resulted  in  paralysis,  road  burns  over  30  percent  of  her  body  and  severe 
intestinal  injuries  that  prevented  her  from  taking  solid  food  for  two  months.  In  her  15-week  hospitalization 
she  underwent  about  30  surgeries,  including  neurosurgical,  multiple  abdominal  procedures,  extensive  wound 
care  and  skin  grafting  and  other  procedures  to  repair  her  injuries. 

The  patient,  whose  family  has  asked  that  her  name  and  new  location  not  be  released,  came  in  the  first  wave  of 
critically  injured  patients  on  the  day  of  the  accident,  when  SFGH  treated  53  patients  from  the  crash.  Over  the 
next  few  days,  additional  patients  arrived,  reaching  a  total  of  67  patients  treated  -  36  adults  and  31  children  ~ 
more  than  at  any  other  hospital.  Before  yesterday,  the  most  recent  discharge  was  another  woman  who  had 
arrived  in  critical  condition  on  July  6  and  was  discharged  in  good  condition  to  a  rehabilitation  facility  on 
September  22. 

3.  General  Medicine  Clinic  Care  Management  Program  Wins  Statewide  Award 

I  am  pleased  to  announce  that  San  Francisco  General  Hospital  has  won  a  2013  CAPH/SNI  Quality  Leaders 
Honorable  Mention  award  for  the  General  Medicine  Clinic  Care  Management  Program.  That  program  identifies 
clinic  patients  with  chronic  illnesses  who  experience  frequent  hospitalizations.  Using  a  team  approach  that 
includes  language  appropriate  health  coaches,  the  patients  in  the  care  management  program  learn  to  better 
manage  their  illness,  improve  communication  with  their  providers  and  have  reduced  their  hospitalizations. 
Congratulations  to  the  care  management  team,  Elizabeth  Davis,  MD,  Fern  Ebeling,  RN,  Lisa  Tang,  MEA,  Lindsey 
Evans,  LCSW  and  Julia  Finch.  The  award  will  be  presented  at  the  CAPH/SNI  annual  conference  on  December 
5th. 

4.  DPH  Innovations  Profiled  in  SF  Chronicle 

http://www.sfgate.com/default/article/S-F-General-following-Toyota-Wav-to-efficiencv-4879925.php 
Last  month  an  article  about  SFGH's  adoption  of  the  "Toyota  Way"  was  featured  in  the  SF  Chronicle.  The  article 
highlighted  our  focus  on  improving  systems  of  care  in  order  to  maximize  value  to  our  patients.  Specific 
improvements  to  Urgent  Care  Center  (UCC)  were  described,  including  the  co-location  of  a  portable  X-ray 
machine  at  UCC  to  reduce  the  need  of  patients  walking  across  campus  to  Radiology.  The  article  highlighted 
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other  safety  net  systems  that  are  using  the  Toyota  Management  System  with  great  success,  including  San 
IVIateo  Medical  Center.  This  is  a  well-deserved  recognition  for  the  Urgent  Care  Center  and  their  staff  and 
providers,  including  leaders  Ron  Labuguen,  MD,  Medical  Director  and  Ricardo  Ballin,  RN,  Nurse  Manager.  The 
article  also  acknowledges  our  organization's  strategy  to  adopt  a  management  system  focused  on  value, 
eliminating  waste  and  demanding  quality.  Lean  is  also  underway  at  SFGH  in  the  OR/PACU,  3M  Surgery  Clinic, 
4D  Medical-Surgical  Unit,  Radiology  Department,  and  in  the  community  at  Castro  Mission  Health  Center. 

5.  Bridge  to  Wellness  Festival  Brings  Patients,  Staff  and  Community  Partners  Together 

The  SFGH  Community  Wellness  Program  held  it  seasonal  fall  fest  on  Friday  Oct  25,  featuring  food  tasting, 
dance  classes,  garden  giveaways,  information  booths  and  a  multitude  of  free  health  and  wellness  activities  for 
all.  The  festival  also  served  as  the  premier  of  "Living  Wellness"  a  new  video  featuring  patient  stories  that  will 
be  shown  in  ambulatory  clinic  waiting  rooms  to  entertain,  educate  and  motivate  patients  to  seek  healthy 
living.  Patients  also  benefited  from  a  presentation  on  the  Affordable  Care  Act  by  DPH  and  the  Enrollment  and 
Eligibility  Department,  meeting  a  great  need  for  information  and  connectivity  in  light  of  major  changes  in 
health  care  access  and  delivery  that  are  starting  in  January. 

4)  GENERAL  PUBLIC  COMMENT 

There  was  no  public  comment. 

5)  FINANCE  AND  PLANNING  COMMITTEE 

Health  Commissioner  Cecilia  Chung,  Committee  Chair,  stated  that  the  Committee  recommended  approval  of 
all  items  in  the  Consent  Calendar  with  the  exception  of  the  Mission  Neighborhood  Health  Center 
$2,309,245.00  contract  and  the  Tides  Center  $397,068.00  contract.  Commissioner  Chung  also  stated  that  the 
Committee  held  a  planning  session  and  discussed  the  following  items:  DPH  5-Year  Budget  Projections; 
Development  of  a  SFDPH  Financial  Dashboard;  and  a  Review  of  DPH  Contracting  Issues. 

Commissioner  Comments/Follow-Up: 

Commissioner  Taylor-McGhee  asked  for  more  information  on  the  reason  why  the  Committee  excluded  the  two 
contracts  in  their  recommendation  of  the  approval  of  the  November  Contracts  Report.  Commissioner  Chung 
stated  that  the  Committee  needed  clarification  on  information  for  both  of  these  contracts  before 
recommending  final  approval. 

6)  CONSENT  CALENDAR 

The  following  were  unanimously  approved: 

•  November  2013  contracts  report  (Excluding  the  following  contracts,  which  will  be  considered  at 
the  december  3,  2013  finance  and  planning  committee  meeting:  mission  neighborhood  health  center 
$2309,245.00  contract  and  tides  center  $397,068.00  contract) 

•  Request  for  approval  of  a  new  perpetual  software  license  agreement  and  implementation  services 
WITH  Consilience  Software,  Inc.  for  the  MAVEN  application  for  use  by  the  Communicable  Disease, 

HIV/STD,  TB  UNITS  OF  THE  PUBLIC  HEALTH  DIVISION  OF  THE  DEPARTMENT  OF  HEALTH  IN  THE  AMOUNT  OF 
$1,248,750  FOR  THE  PERIOD  NOVEMBER  1,  2013  TO  JUNE  30,  2018  (56  MONTHS). 

•  Request  for  approval  of  a  new  contract  with  the  San  Francisco  AIDS  Foundation  (SFAF),  in  the 

AMOUNT  OF  $1,684,560,  WHICH  INCLUDES  A  12%  CONTINGENCY,  TO  PROVIDE  SYRINGE  ACCESS  SERVICES,  FOR  THE 

PERIOD  OF  July  1, 2013  through  June  30,  2014  (1  year). 

•  Request  for  approval  of  a  new  contract  with  the  Henry  J.  Kaiser  Family  Foundation,  in  the  amount  of 

$358,370,  which  INCLUDES  A  12%  contingency,  TO  PROVIDE  SOCIAL  MEDIA  CAMPAIGN  SERVICES  "GREATER 

THAN  AIDS  Speak  Out,"  for  the  period  of  October  1, 2013  through  December  31, 2013  (3  months). 

•  Request  for  approval  of  a  new  agreement  in  the  amount  of  $1,800,000  with  NovaSom,  Inc.  which 
includes  an  initial  term  of  five  years,  with  one  option  to  renew  for  an  additional  five  years,  in  the 

AMOUNT  OF  $803,572,  TO  PROVIDE  HOME  SLEEP  TESTING  (HST)  SERVICES  FOR  THE  SAN  FRANCISCO  HEALTH 
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Network  of  the  Department  for  the  term  of  December  1, 2013  through  November  30, 2023  (120 

MONTHS). 


7)  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)EMPLOYEE  RECOGNITION  AWARDS 

The  following  individuals  and  teams  were  recognized  by  the  Health  Commission: 

Cardiac  Catheterization  Laboratorv  Team: 

Maeve  Reid,  Renita  Laquindanum,  Richard  Swart,Annabelle  Flores,Sapna  Patel,  Luz  Macaspac,Aimee 
Camano,  Tabitha  Burn,  Jerome  Manalastas 

Volunteer  Fitness  Instructors: 

Kandice  Garcia  and  Jameel 

Patient  Financial  Services;  Inpatient  and  Outpatient  Registration  Managers 
Omar  Carvallo  and  Jenine  Smith 

Charles  Leung,  primary  pharmacist  responsible  for  the  Office  Based  Opiate  Addiction  Treatment  Program 

CareLinkSF  Implementation  Team 

Winona  Mindolovich,  Rosana  Leon,  Albert  Yu,  Neda  Ratanawongsa,  Peter  Sapida,  Rae  Ortiz,  Bel  Manuson, 
Julia  Lu,  Emma  Bathke,  Shulamit  Luck,  Lauren  Cuttler,  Susan  Fisher-Owens,  Lukejohn  Day,  Ron  Labuguen, 
Jonathan  Barash,  Jeanne  Lee,Chris  Nguyen,  Marika  Russell,  Evelyn  Chan,  Ken  Kim,  Dalia  Rosendo,  John 
Stewart,  Ron  Alvarez,  Francis  Tiongco,  Guillermo  Gonzalez,  Richard  Pinegar,  Dirk  Schwartzhoff,  Karen 
Heckman,  And  countless  HIT  coaches  and  local  superusers. 

Staff  of  San  Francisco  General  Hospital  for  their  performance  during  the  Asiana  incident 

Chaplaincy,  Central  Distribution,  Eligibility,  Emergency,  Environmental  Services,  Food  Services,  ICU, 
Materials  Management,  Interpreters,  Messengers,  Operating  Room/Sterile  Processing,  Operations, 
Pediatrics,  Radiology , Social  Services,  Volunteers,  Trauma  Team,  Utilization  Management,  Clinical 
Laboratories:  Blood  Bank,  Clinical  Laboratories:  Specimen  Collection  and  Management,  Emergency 
Management,  Pharmacy,  Med/Surg  Units,  Unit  4B,Communication,Laundry,SPD,Respiratory  Therapy, 
Quality  Management,  Administrators  On  Duty,  Psychiatry 

8)  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)  ANNUAL  REPORT 

Susan  Currin,  SFGH  CEO,  introduced  the  SFGH  Annual  Report. 

Commissioner  Comments/Follow-Up: 

Commissioner  Chow  commended  SFGH  staff  for  the  excellent  Annual  Report  which  puts  into  perspective  the 
the  work  of  all  the  SFGH  staff  during  the  previous  year. 

Commissioner  Sanchez  thanked  SFGH  for  a  wonderful  report.  He  added  that  the  presentation  highlights  the 
success  of  the  integration  of  DPH. 

Commissioner  Singer  congratulated  SFGH  for  an  effective  annual  report  and  presentation.  He  stated  that  as 
the  Affordable  Care  Act  is  implemented,  it  will  be  necessary  for  SFGH,  and  all  of  the  DPH,  to  remain  on  the 
cutting  edge  of  health  care  provision.  He  also  stated  that  when  Medicare  was  implemented,  the  percentage  of 
elderly  patients  in  public  hospitals  dropped  substantially  because  that  population  chose  private  medical 
providers.  He  added  that  a  key  tool  in  being  successful  under  the  Affordable  Care  Act  implementation  is  having 
a  functional  electronic  medical  record.  He  asked  that  a  presentation  be  made  to  the  full  Health  Commission  in 
the  near  future  on  how  the  DPH,  including  SFGH,  will  be  implementing  an  electronic  medical  record.  He  added 
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that  without  moving  quickly  forward  with  an  implementation  of  an  electronic  medical  record  the  DPH  may  lose 
patients  and  vital  revenue. 


9)  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)ENVIRONMENT  OF  CARE  REPORT 

This  item  was  deferred  to  the  December  11,  2013  full  Health  Commission  meeting. 

10)  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)PERFORMANCE  IMPROVEMENT  AND  PATIENT  SAFETY 
POLICY 

This  item  was  deferred  to  the  December  17,  2013  full  Health  Commission  meeting. 

11)  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)HOSPITAL  PLAN  FOR  PROVISION  OF  CARE  POLICY 

This  item  was  deferred  to  the  December  17,  2013  full  Health  Commission  meeting. 

12)  RESOLUTION:  AUTHORIZING  THE  EXECUTIVE  ADMINISTRATOR  OF  SFGH  TO  APPLY  FOR  LICENSES  TO 
TREAT  PATIENTS  WITH  MENTAL  ILLNESS  AND  APPOINT  AN  ADMINISTRATOR  TO  EACH  OF  THE 
LICENSED  FACILITIES 

Sharon  McCole-Wicher,  Director  of  the  SFGH  Behavioral  Health  Center,  presented  the  resolution. 
Commissioner  Comments/Follow-Up: 

Commissioner  Chow,  SFGH  JCC  Chair,  recommended  that  the  full  Health  Commission  approve  the  resolution 
and  that  the  SFGH  JCC  be  updated  on  the  licensing  renewal  process  for  the  SFGH  Behavioral  Health  Center. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  resolution. 

13)  SAN  FRANCISCO  GENERAL  HOSPITAL  FOUNDATION  UPDATE 

Stephanie  Bray,  Executive  Director,  gave  the  update  on  the  activities  of  the  SFGH  Foundation. 

14)  SAN  FRANCISCO  GENERAL  HOSPITAL  (SFGH)  REBUILD  UPDATE 

Terry  Saltz,  SFGH  Rebuild  Project  Director  and  Ron  Alameida,  Department  of  Public  Works,  gave  an  overview  of 
the  SFGH  Rebuild  Project. 

15)  OTHER  BUSINESS 

This  item  was  not  discussed. 

16)  JOINT  CONFERENCE  COMMITTEE  REPORTS 

There  were  no  Joint  Conference  Committee  meetings  since  the  last  full  Health  Commission  meeting. 

17)  COMMITTEE  AGENDA  SETTING 

This  item  was  not  discussed. 

18)  CLOSED  SESSION 

ANTICIPATED  LITIGATION  AS  DEFENDANT  [SIGNIFICANT  EXPOSURE  TO  LITIGATION  RELATING  TO 
DEATH  OF  PATIENT  LYNNE  SPALDING  AT  SAN  FRANCISCO  GENERAL  HOSPITAL;  UNKNOWN  NUMBER 
OF  CASES] 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  invoke  the  attorney-client  privilege,  San  Francisco  Administrative  Code  section 
67.10(d),  and  hold  a  closed  session  as  described  in  subsection  (C)  below 
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C)  Closed  session  pursuant  to  California  Government  Code  Sections  54956.9(d)(2)  and  San  Francisco 
Administrative  Code  Section  67.10(d)(2),  regarding  death  of  patient  Lynne  Spalding  in  stairvi/ell  at 
San  Francisco  General  Hospital) 

D)  (Reconvene  in  Open  Session)  Vote  on  whether  to  disclose  any  or  all  of  closed  session  discussion,  San 
Francisco  Administrative  Code  Section  67.12(a) 

Action  Taken:   The  Health  Commission  voted  not  to  disclose  the  discussion  held  in  closed  session. 

19)  ADJOURNMENT 

The  meeting  was  adjourned  at  6:33pm. 
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3 

1)  CALL  TO  ORDER 

2)  PROPOSED  ACTION:  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 

OF  NOVEMBER  5.  2013. 

*  Minutes  of  the  meeting  of  November  19,  2013 

3)  FOR  DISCUSSION:  DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 

•    LHH  and  SFGH  Governing  Body  Reports 
*  Director's  Report 

4)  GENERAL  PUBLIC  COMMENT 

At  this  time,  members  of  the  public  may  address  the  health  commission  on  items  of  interest  to  the  PUBLIC  THAT  ARE 
WITHIN  THE  SUBJECT  MATTER  JURISDICTION  OF  THE  HEALTH  COMMISSION  THAT  ARE  NOT  ON  THIS  MEETING  AGENDA.  WITH 
RESPECTTO  AGENDA  ITEMS,  YOUR  OPPORTUNITY  TO  ADDRESS  THE  HEALTH  COMMISSION  WILL  BE  AFFORDED  WHEN  THE  ITEM  IS 

reached  in  the  meeting.  each  member  of  the  public  may  address  the  health  commission  for  up  to  three  minutes. 
The  Brown  Act  forbids  a  commission  from  taking  action  or  discussing  any  item  not  appearing  on  the  posted 
agenda,  including  those  items  raised  at  public  comment. 

5)  FOR  DISCUSSION  AND  REVIEW  HEALTH  COMMISSION  ROLES  AND  RESPONSIBILITIES 
POSSIBLE  ACTION: 

THE  HEALTH  COMMISSION  WILL  DISCUSS  ITS  ROLES  AND  RESPONSIBILITIES  AND  CONSIDER  AREAS  OF  IMPROVEMENT. 

6)  FOR  DISCUSSION  AND  REVIEW  HEALTH  COMMISSION  PRACTICES  BY  WHICH  IT  MONITORS 
POSSIBLE  ACTION:  POLICY  INITIATIVES  AND  BEST  PRACTICES 

THE  HEALTH  COMMISSION  WILL  DISCUSS  WAYS  TO  IMPROVE  THE  CURRENT  PRACTICE  BY  WHICH  IT  SCHEDULES  TOPICS  AND  RECEIVES 
INFORMATION  IN  REGARD  TO  ONGOING  MONITORING  OF  POLICY  INITIATIVES. 
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7)  FOR  DISCUSSION  AND  REVIEW  Of  HEALTH  COMMISSION  COMMITTEE  STRUCTURE 
POSSIBLE  ACTION:                  AND  BEST  PRACTICES 

Topics  TO  be  discussed  may  include  the  health  commission  committee  structure;  communication  between 

COMMISSION  leadership  AND  MEMBERS  OF  THE  HEALTH  COMMISSION;  AND  PARTICIPATION  OF  HEALTH  COMMISSIONERS  IN 
EXTERNAL  COMMITTEES. 

8)  FOR  DISCUSSION  AND:  JOINT  CONFERENCE  COMMITTEE  REPORTS 
POSSIBLE  ACTION: 

The  SFGH  joint  conference  committee  chair  will  give  a  brief  report  on  MATTERS  DISCUSSED  AND/OR  RECOMMENDATIONS 
MADE  DURING  ITS  RECENT  MEETING. 

9)  ADJOURNMENT 

*       Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

Accessible  Meeting  Policy 

This  meeting  will  be  held  in  conference  room  330A  at  25  Van  Ness,  8'^  floor,  in  San  Francisco,  CA.  The  room  is 
wheelchair  accessible.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

Accessible  Meeting  Policy 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
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telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 


Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf(5)sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  the  Sunshine  Ordinance  Task  Force  or 
by  printing  Chapter  67  of  the  San  Francisco  Administrative  Code  on  the  Internet,  at 
http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  November  19,  2013,  2:00  p.m. 
25  Van  Ness  Avenue,  Room  330A 
San  Francisco,  CA  94102 


1)  CALL  TO  ORDER 
Present: 


Staff  Present: 


Commissioner  Sonia  E.  Melara,  MSW,  President 

Commissioner  Edward  A.  Chow  M.D. ,  Vice  President 

Commissioner  Cecilia  Chung 

Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 

Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 

Commissioner  David  B.  Singer 

Commissioner  Belle  Taylor-McGhee 

Barbrara  Garcia,  Director  of  Health 

Colleen  Chawla,  Deputy  Director  and  Director  of  Policy  and  Planning 
Mark  Morewitz,  Executive  Secretary  of  the  Health  Commission 


The  meeting  was  called  to  order  at  2:04pm. 
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2)         APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  NOVEMBER  5.  2013. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  minutes  of  the  meeting  of 
Novembers,  2013. 


3) 


DIRECTOR'S  REPORT 


This  item  was  not  discussed. 


4) 


GENERAL  PUBLIC  COMMENT 


Douglas  Yep  suggested  that  a  comprehensive  audit  be  done  of  the  full  DPH;  he  added  that  LHH  and  SFGH  need 
attention.  He  urged  the  Health  Commission  to  look  further  into  the  deaths  of  the  LHH  patients  who  fell  out  of 
the  window  several  years  ago.  He  also  urged  the  Health  Commission  to  look  further  into  the  untimely  death  of 
Ken  Gilmore,  the  SEIU  representative  who  was  accused  of  leading  a  strike  in  the  SFGH  X-ray  department.  He 
added  that  the  Commission  should  also  look  into  the  death  of  Joseph  Abolosen  who  died  in  1999  because  no 
investigation  was  conducted. 


5)         REVIEW  HEALTH  COMMISSION  ROLES  AND  RESPONSIBILITIES 

Patricia  Bennett,  Ph.D,  Resource  Development  Associates,  facilitated  the  discussion  of  this  item. 


The  following  were  highlights  of  the  discussion  of  this  item: 

•  The  Health  Commission  Secretary  will  work  to  insure  that  all  Health  Commissioners  have  access  to 
relevant  information  for  all  Health  Commission-related  Committees. 

•  Health  Commissioners  may  abstain  on  a  vote  only  if  they  have  a  conflict  of  interest,  which  should  be 
stated  during  the  vote. 

•  The  Health  Commission  may  consider  evaluating  itself  annually  and  requested  tools  to  assist  in  this 
process. 

6)  REVIEW  HEALTH  COMMISSION  PRACTICES  BY  WHICH  IT  MONITORS  POLICY  INITIATIVES  AND  BEST 
PRACTICES 

Patricia  Bennett,  Ph.D,  Resource  Development  Associates,  facilitated  the  discussion  of  this  item. 

The  following  were  highlights  of  the  discussion  of  this  item: 

•  The  Health  Commission  may  increase  its  utilization  of  "hearing  and  inquiry"  in  order  to  insure 
adequate  input  from  the  larger  community  when  considering  policy.  As  part  of  this  process.  Health 
Commissioners  will  discuss  ideas  for  inquiry  hearing  topics  with  the  Health  Commission  President;  the 
President  will  discuss  the  potential  inquiry  hearing  topics  with  the  DPH  Director. 

o    The  Commission  will  hold  a  hearing  on  the  Universal  Health  Care  Council  report  in  early  2014 

and  will  consider  making  recommendations  through  a  resolution, 
o    The  DPH  will  present  information  and  its  programs  related  to  African  American  Health 

Disparity  during  the  summer  of  2014;  the  Commission  will  consider  whether  to  hold  a  hearing 

on  this  topic. 

•  To  insure  adequate  follow-up  to  issues  presented  and  decisions  made  by  the  Health  Commission,  the 
Health  Commission  Executive  Secretary  will  prompt  the  Commissioners  to  request  a  timeline  to 
schedule  a  follow-up  discussion.  He  will  work  with  the  DPH  Director  of  Policy  and  Planning  to  calendar 
the  item  on  a  future  Health  Commission  meeting  agenda. 

•  Updates  on  the  San  Francisco  Health  Network  implementation  will  be  presented  to  the  full  Health 
Commission. 

7)  REVIEW  Of  HEALTH  COMMISSION  COMMITTEE  STRUCTURE  AND  BEST  PRACTICES 

Patricia  Bennett,  Ph.D,  Resource  Development  Associates,  facilitated  the  discussion  of  this  item. 

The  following  were  highlights  of  the  discussion  of  this  item: 

•  To  improve  the  transparency  of  Committee  activity,  the  Health  Commission  Executive  Secretary  will 
develop  a  form  to  assist  Health  Commission  Committee  Chairs  to  adequately  summarize  the  discussion 
and  actions  of  the  group.  He  will  also  remind  non-Committee  members  when  Committee  minutes  and 
presentation  materials  are  available. 

•  Health  Commissioners  who  have  been  appointed  by  the  Health  Commission  President  to  participate  in 
external  committees  will  report  on  activities  of  these  Committees  to  the  full  Commission  during  the 
"Joint  Conference  Committee  Reports"  agenda  item. 

•  The  Health  Commission  Executive  Secretary  will  seek  clarification  from  the  City  Attorney's  Office 
regarding  how  to  best  deal  with  a  situation  in  which  there  are  four  or  more  Health  Commissioners  in 
attendance  and  participating  in  a  Health  Commission  Committee  meeting,  which  indicates  that  the 
Committee  may  act  as  the  full  Health  Commission  in  any  action  it  takes  during  that  session. 
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•  The  Health  Commission  will  explore  the  possibility  of  seeking  the  power  to  vote  on  several  of  the 
external  Committees  for  which  it  participates. 

•  The  Health  Commission  President  appoints  Health  Commissioners  to  internal  and  external 
Committees.  She/he  must  approve  participation  of  a  Health  Commissioner  in  any  DPH-related 
committee. 

8)  JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Chow,  Chair  of  the  SFGH  JCC,  stated  that  the  Committee  met  on  November  12  and  approved 
the  Dentistry  Oral  &  Maxillofacial  Surgery  Protocol  revisions  in  addition  to  the  credentials  and  quality  reports. 

9)  ADJOURNMENT 

The  meeting  was  adjourned  at  5:51pm. 
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AGENDA 
HEALTH  COMMISSION  MEETIIMG 
Tuesday,  December  3,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1)         CALL  TO  ORDER 


2)        PROPOSED  ACTION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  NOVEMBER  19.  2013. 

*  Minutes  of  the  meeting  of  November  19,  2013  \  1-27-13P01:55  RCVD 


3)  FOR  DISCUSSION:  DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departnnentai  News 
Announcements 
*  Director's  Report 

4)  GENERAL  PUBLIC  COMMENT 

at  this  time,  members  of  the  public  may  address  the  commission  on  items  of  interest  to  the  public  that  are 
within  the  subject  matter  jurisdiction  of  the  commission  that  are  not  on  this  meeting  agenda.  with 
respectto  agenda  items,  your  opportunity  to  address  the  commission  will  be  afforded  when  the  item  is 
reached  in  the  meeting.  each  member  of  the  public  may  address  the  commission  for  up  to  three  minutes. 
The  Brown  Act  forbids  a  commission  from  taking  action  or  discussing  any  item  not  appearing  on  the 

POSTED  agenda,  INCLUDING  THOSE  ITEMS  RAISED  AT  PUBLIC  COMMENT. 
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5)         FOR  DISCUSSION  AND  FINANCE  AND  PLANNING  COMMITTEE 

POSSIBLE  ACTION: 

THE  COMMITTEE  CHAIR  WILL  GIVE  A  BRIEF  UPDATE  ON  MATTERS  DISCUSSED  AND/OR  RECOMMENDATIONS  MADE  IN  THIS 
COMMITTEE  INCLUDING  BUT  NOT  LIMITED  TO  THE  DECEMBER  CONTRACTS  REPORT;  NEW  CONTRACTS;  RFP  UPDATE;  2012 
DRAFT  CHARITY  CARE  REPORT;  AND  HEALTHY  SAN  FRANCISCO  ENROLLMENT  AND  COST  DATA. 


FOR  ACTION:  CONSENT  CALENDAR 

All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health 
Commission  and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion 
OF  these  items  unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will 
be  removed  from  the  Consent  Calendar  and  considered  as  a  separate  item. 

•  december  contracts  report 

•  Request  for  approval  of  a  contract  with  Fong  and  Chan  Architects  for 
services  to  update  the  San  Francisco  General  Hospital  2009  Campus 
Facility  Master  Plan  and  2008  Institutional  Master  Plan  in  the  amount 
OF  $392,000  for  a  1.5  year  term  (18  months). 

•  Request  for  approval  of  a  contract  with  LDA  Architects,  Inc.  for  study 
TO  develop  a  possible  alternative  structural  scope  of  work  for  the 
structural  retrofit  project  of  building  5  at  San  Francisco  General 
Hospital,  in  preparation  for  the  proposed  2015  general  obligation  bond 
IN  the  amount  of  $103,573  for  a  1.5  year  term  (18  months). 

•  Request  for  approval  of  a  contract  with  LDA  Architects  Inc.  for  peer 
review  services  and  cost  estimation  services  on  a  proposed  design 
concept  for  an  expansion  of  its  Southeast  Health  Center,  in  the  amount 
OF  $87,811  FOR  a  1.5  year  term  (18  months). 

•  Request  for  approval  of  a  contract  with  Rona  Consulting  Group  for  3P 
workshops  for  process  re-design  that  will  support  the  sfgh  transition 
to  the  new  facility,  in  the  amount  of  $1,365,213  for  a  two  year  term 
(24  months). 

FOR  DISCUSSION  AND  PROPOSED  CHANGES  TO  SAN  FRANCISCO  HEALTH  CODE. 

POSSIBLE  ACTION:  ARTICLE  38:  RESOLUTION 

(Karen  Cohn,  Environmental  Health) 

the  health  commission  will  consider  a  resolution  to  endorse  an  ordinance  to  UPDATE  THE  SAN  FRANCISCO 
HEALTH  CODE,  ARTICLE  38,  WHICH  WOULD  ENABLE  THE  DPH  TO  REDEFINE  ITS  AIR  POLLUTANT  MODELING  CRITERIA  AND  TO 
USE  THESE  CRITERIA  TO  PROVIDE  UPDATES  TO  A  DESIGNATED  AIR  POLLUTANT  EXPOSURE  ZONE  AT  LEAST  EVERY  FIVE  YEARS. 
THE  HEALTH  COMMISSION  WILL  VOTE  ON  THE  RESOLUTION  AT  ITS  DECEMBER  17,  2013  MEETING. 

FOR  DISCUSSION  AND  DPH  1''  QUARTER  FINANCIAL  REPORT 

POSSIBLE  ACTION:  (Greg  Wagner,  DPH  Chief  Financial  Officer) 

THE  HEALTH  COMMISSION  WILL  REVIEW  DATA  FOR  THE  FIRST  QUARTER  OF  THE  FISCAL  YEAR  2013-2014. 

FOR  DISCUSSION  AND  2014  DPH  FEDERAL  AND  STATE  LEGISLATIVE  PLANS:  RESOLUTION 

POSSIBLE  ACTION:  (Colleen  Chawla,  Deputy  Director  and  Director  of  Policy 

and  Planning.) 

THE  HEALTH  COMMISSION  WILL  DISCUSS  THE  DPH  FEDERAL  AND  STATE  LEGISLATIVE  PLAN  AND  WILL  CONSIDER  A 
RESOLUTION  TO  APPROVE  THE  PLAN. 

OTHER  BUSINESS 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 

PROVIDING  that  ANY  ACTION  IS  DELAYED  UNTIL  PROPER  NOTICE  CAN  BE  GRANTED. 

FOR  DISCUSSION  AND:  JOINT  CONFERENCE  COMMITTEE  REPORTS 

POSSIBLE  ACTION: 

The  SFGH  JOINT  conference  committee  chair  WILL  GIVE  A  BRIEF  REPORT  ON  MATTERS  DISCUSSED  AND/OR 
RECOMMENDATIONS  MADE  DURING  ITS  RECENT  MEETING. 
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12)  FOR  DISCUSSION  AND  COMMITTEE  AGENDA  SETTING 
POSSIBLE  ACTION: 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 
providing  that  any  action  is  delayed  until  proper  notice  can  be  granted. 

13)  ADJOURNMENT 

*       Explanatory  documents  are  available  at  the  Health  Commission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

Accessible  Meeting  Policy 

Meetings  are  held  in  the  Auditorium,  Room  #300,  at  lOlGrove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 
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Know  Your  Rights  Under  the  Sunshine  Ordinance 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions, 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's 
review. 

For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  the  Sunshine  Ordinance  Task  Force  or 
by  printing  Chapter  67  of  the  San  Francisco  Administrative  Code  on  the  Internet,  at 
http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  December  3,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1)  CALL  TO  ORDER 
Present: 


Excused: 


Commissioner  Sonia  E.  Melara,  MSW,  President 
Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  David  B.  Singer 


Commissioner  Edward  A.  Chow  IVl.D. ,  Vice  President 
Commissioner  Cecilia  Chung 
Commissioner  Belle  Taylor-McGhee 


DEC  16  2013 

SAN  FRANCISCO 

PUBLIC  LIBRARY 


The  meeting  was  called  to  order  at  4:05pm. 


2)         APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  NOVEMBER  19.  2013. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  minutes  of  the  meeting  of 
November  19,  2013. 


3)         DIRECTOR'S  REPORT 

Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/jnsideDept/dirRpts/default.asp 


San  Francisco  Proposition  D,  Fair  Drug  Pricing  Initiative,  Passes 

Earlier  this  month,  San  Francisco's  Proposition  D,  the  Fair  Drug  Pricing  initiative,  passed  with  80  percent  of  the 
vote.  Proposition  D  is  a  declaration  of  City  policy  related  to  prescription  drug  pricing.  Declarations  of  City 
policy  are  statements  or  expressions  of  the  will  of  the  public  but  do  not  carry  the  force  of  law. 

SFDPH  spends  approximately  $23  million  on  prescription  drugs  annually.  One-third  of  these  expenditures  are 
made  through  the  federal  340B  Federal  Drug  Pricing  Program,  which  provides  medications  at  the  deepest 
discount  available  to  any  purchaser  other  than  the  Veterans'  Administration.  For  pharmaceutical  purchases 
that  do  not  qualify  for  340B  pricing,  SFDPH  utilizes  the  services  of  a  group  purchasing  organization  that 


negotiates  drug  prices  on  behalf  of  100  academic  medical  centers  and  300  of  their  affiliated  hospitals, 
combining  their  joint  purchasing  power  to  ensure  the  best  prices, 

The  Board  of  Supervisors  would  consider  the  policy  and  determine  what  action,  if  any,  would  be  appropriate  to 
implement  the  policy.  This  measure  was  placed  on  the  ballot  by  a  signature-gathering  initiative  circulated  by 
Los  Angeles  based  AIDS  Healthcare  Foundation. 

Safe  Havens:  Supervised  Visitation  and  Safe  Exchange  Grant  Program 

Community  Behavioral  Health  Services,  in  collaboration  with  Rally  Family  Visitation  Services,  Saint  Francis 
Memorial  Hospital,  was  awarded  a  three  year  grant  from  the  Office  on  Violence  Against  Women  for  the  Safe 
Havens:  Supervised  Visitation  and  Safe  Exchange  Grant  Program.  This  award  provides  the  opportunity  for 
recipients  to  develop  and  strengthen  effective  responses  to  violence  against  women.  This  cooperative 
agreement  supports  supervised  visitation  and  safe  exchange  options  for  families  with  a  history  of  domestic 
violence,  dating  violence,  sexual  assault,  child  abuse  and  stalking.  For  questions  related  to  this  grant,  contact 
Alice.Gleghorn@sfdph.org. 

Overdose  Treatment  Act  Goes  Into  Effect  January  1,  2014 

Governor  Brown  signed  the  Overdose  Treatment  Act  (AB632)  in  October,  2013  and  will  go  into  effect  on 
January  1,  2014.  This  new  law  simplifies  the  process  of  providing  naloxone  in  clinical  settings,  grants  legal 
protections  for  naloxone  recipients,  and  clarifies  the  legality  of  standing  orders  statewide.  San  Francisco  stands 
out  as  a  model  for  naloxone  provision  in  California. 

SFDPH  has  supported  naloxone  distribution  through  the  Drug  Overdose  Prevention  and  Education  Project  since 
2004  and  under  a  standing  order  since  2010.  SFDPH  also  began  prescribing  naloxone  from  selected  clinics  and 
the  1380  pharmacy  in  2013  and  anticipates  soon  providing  naloxone  at  discharge  from  SFGH. 

San  Francisco  Nurse-Family  Partnership  Program  Addresses  Health  Disparities  among  First-Time  Moms  (Sep 
30,  2013) 

The  Maternal,  Child  and  Adolescent  Health  Section  launched  the  Nurse-Family  Partnership  in  August  2012 
with  the  goals  of  improving  pregnancy  outcomes,  child  health  and  development,  and  economic  self-sufficiency 
for  first-time,  low-income  moms.  The  Nurse  Family  Partnership  (NFP)  model  is  evidence-based,  proven  to  be 
effective  through  30  years  of  research.  In  San  Francisco,  NFP  reduces  health  disparities  by  focusing  outreach 
on  African  Americans  and  Hispanics,  teens  and  other  populations  of  women  disproportionately  experiencing 
high  risk  pregnancies. 

Women  enrolled  in  NFP  will  receive  the  education,  social  support,  and  services  they  need  to  support  a  better, 
healthier  life  for  themselves  and  their  children. 

Project  Homeless  Connect 

On  October      inspired  by  a  community  of  partners,  we  created  the  first  ever  LGBTQ  Connect.  Nearly  100 
service  providers  and  325  volunteers  served  almost  500  participants.  We  are  deeply  grateful  to  everyone  who 
helped  connect  these  LGBTQ  to  critical  services  that  will  improve  their  lives.  This  was  the  first  such  PHC  for  the 
LGBTQ  community;  organizers  plan  to  repeat  it  again  in  2014. 

The  next  PHC  will  be  held  on  Wednesday,  December  11  at  Bill  Graham  Auditorium.  The  PHC  event  prior  to  the 
winter  holidays  is  always  a  popular  one  with  extended  services  and  lots  of  people  in  attendance,  so  more 
volunteers  are  also  needed.  If  you  would  like  to  volunteer  to  be  a  part  of  this  rewarding  day,  go  to 
http://www.proiecthomelessconnect.com.  Medical  training  is  not  necessary. 
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SFGH  Readies  for  Holiday  Party  Season 

San  Francisco  General  Hospital's  tradition  of  welcoming  the  Dudley  Perkins  Company  Harley  Davidson  for  their 
30th  Annual  Toy  Run  is  scheduled  for  Sunday,  December  8*^  10:30  a.m.,  in  the  Main  Lobby  of  SFGH.  These 
riders,  composed  of  most  of  the  motorcycle  clubs  in  the  region,  bring  about  95%  of  the  toys  to  SFGH  that  have 
been  distributed  to  SFGH  patients  each  year.  A  strong  welcome  and  cheer  from  staff,  (including  the 
Commissioners)  as  the  riders  stack  their  toys  under  the  tree  will  further  solidify  this  strong  community 
relationship. 

Director  Garcia  asked  Roland  Pickens,  the  new  Director  of  the  San  Francisco  Health  Network,  to  introduce 
himself  and  review  his  work  history. 

4)  GENERAL  PUBLIC  COMMENT 

There  was  no  general  public  comment. 

5)  FINANCE  AND  PLANNING  COMMITTEE 

The  December  3,  2013  Finance  and  Planning  Committee  meeting  was  cancelled  due  to  lack  of  quorum  of 
Committee  members. 

6)  CONSENT  CALENDAR 

Due  to  the  cancellation  of  the  December  3,  2013  Finance  and  Planning  Committee  meeting,  all  items  on  the 
Consent  Calendar  were  deferred  to  the  December  17,  2013  full  Health  Commission  meeting. 

7)  PROPOSED  CHANGES  TO  SAN  FRANCISCO  HEALTH  CODE.  ARTICLE  38:  RESOLUTION 

Karen  Cohn,  Environmental  Health  Program  Manager  and  June  Weintraub,  Acting  Manager  of  Environmental 
Health  Air,  Water,  Noise,  Radiation,  and  Smoking  Programs,  gave  the  presentation 

Commissioner  Comments/Follow-Up: 

Commissioner  Singer  asked  whether  the  proposed  change  in  the  Health  Code  will  impact  existing  buildings. 
Ms.  Weintraub  stated  that  the  change  in  the  Health  Code  will  only  impact  new  construction  projects  and 
substantial  renovation  to  existing  buildings.  Ms.  Cohn  stated  that  the  DPH  has  other  activities  to  provide 
education  regarding  improvements  in  air  filtration  to  owners  of  existing  buildings. 

Commissioner  Sanchez  asked  if  the  SFDPH  is  providing  technical  assistance  to  the  San  Francisco  School  District 
and  other  local  schools  regarding  improving  air  quality  in  school  buildings.  Ms.  Cohn  stated  that  the  local  Air 
Quality  District  is  developing  a  risk  reduction  plan  which  would  include  education,  outreach,  and  guidance  to 
entities  like  schools.  When  the  plan  is  in  draft  form,  it  will  be  brought  to  the  Health  Commission. 

Commissioner  Melara  asked  if  there  are  health  education  activities  to  promote  clean  air;  she  noted  that  the 
change  in  the  Health  Code  pertains  only  to  regulations.  Ms.  Cohn  stated  that  the  SFDPH  is  currently 
implementing  a  demonstration  project  to  show  how  improvements  in  air  quality  can  be  made  to  existing 
buildings.  However,  recruitment  for  this  project  has  been  difficult.  Ms.  Weintraub  also  stated  that  the  SFDPH  is 
considering  developing  a  citizen's  guide  to  improving  air  quality. 

8)  DPH  1'*  QUARTER  FINANCIAL  REPORT 

Greg  Wagner,  DPH  Chief  Financial  Officer,  gave  the  report. 

Commissioner  Comments/Follow-Up: 

Commissioner  Singer  requested  that  future  budget  updates  include  information  on  the  SFDPH's  three  biggest 
budget  initiatives. 
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Commissioner  Singer  asked  how  much  of  the  SFDPH's  projected  revenue  will  be  at  risk  if  it  does  not  fully 
implement  an  electronic  medical  record  (EMR).  He  added  that  it  is  important  to  look  at  the  long-term  revenue 
implications  of  having  an  EMR  and  not  to  only  focus  on  the  upfront  cost  of  its  design  and  installation.  Mr. 
Wagner  stated  that  the  SFDPH  continues  to  study  all  of  its  options.  Director  Garcia  stated  that  the  SFDPH 
currently  has  multiple  systems  to  collect  patient  data  and  to  bill.  She  stated  that  the  SFDPH  will  be  able  to  use 
existing  systems  to  integrate  data  to  meet  data  requirements.  She  added  that  to  fully  implement  a  new  EMR 
system  would  result  in  having  to  shrink  the  current  service  system. 

Commissioner  Karshmer  asked  for  information  on  issues  that  the  SFDPH  and  the  Health  Commission  need  to 
be  concerned  about  in  the  next  few  years.  Mr.  Wagner  stated  that  he  will  develop  a  presentation  on  the 
SFDPH  5-Year  Budget  projection  to  give  context  of  the  current  budget  issues.  Director  Garcia  added  that 

Commissioner  Sanchez  stated  that  he  read  an  article  in  the  New  York  Times  about  the  cost  of  health  care 
which  used  several  examples  of  San  Francisco  providers. 

9)  2014  DPH  FEDERAL  AND  STATE  LEGISLATIVE  PLAN:  RESOLUTION 

Colleen  Chawla,  Deputy  Director  and  Director  of  Policy  and  Planning,  reviewed  the  Plan  and  resolution. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  resolution.  (See  Attachment  A) 

10)  OTHER  BUSINESS 

This  item  was  not  discussed. 

11)  JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Sanchez,  Chair  of  the  LHH  JCC,  reported  highlights  of  the  11/21/13  LHH  JCC  meeting: 

•  The  LHH  JCC  requested  that  discharge  data  include  "in-county"  and  "out  of  county"  placements  for 
future  reports. 

•  The  JCC  reviewed  the  Fiscal  Year  2013-2014  1^*  Quarter  Gift  Fund  Balance  Report.  There  were  no 
significant  issues  to  report. 

•  The  JCC  reviewed  the  Reuse  Strategy  for  LHH  Existing  Buildings.  DPH  administrative  and  IT  staff  will  be 
moved  into  some  of  the  buildings  when  101  Grove  is  seismically  retrofitted.  No  direct  client  services 
will  be  moved  to  these  LHH  buildings.  The  outpatient  dialysis  unit  will  not  be  moved  to  LHH.  DPH  is 
currently  exploring  options  on  the  SFGH  campus  or  nearby. 

•  The  JCC  reviewed  the  LHH  Meaningful  Use  Planning  and  Implementation. 

•  The  JCC  also  reviewed  and  approved  hospital  wide  policies  and  procedures  in  open  session. 

•  During  closed  session,  the  JCC  approved  the  credentials  and  quality  reports. 

12)  COMMITTEE  AGENDA  SETTING 

This  item  was  not  discussed. 

13)  ADJOURNMENT 

The  meeting  was  adjourned  at  5:19pm 
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Attachment  A 


Health  Commission 
Resolution  No.  13-14 

APPROVING  THE  SAN  FRANCISCO  DEPARTMENT  OF  PUBLIC  HEALTH'S  2014  STATE  AND  FEDERAL  LEGISLATIVE 

PLANS 

WHEREAS,  On  October  16,  2012,  the  Health  Commission  identified  three  five-year  budget  priorities  for  the  San 
Francisco  Department  of  Public  Health  (SFDPH):  1)  development  of  an  integrated  delivery  system;  2) 
achievement  of  public  health  accreditation;  and  3)  improved  financial  and  operational  efficiency; 

WHEREAS,  On  February  5,  2013,  the  Health  Commission  endorsed  the  Community  Health  Improvement  Plan, 
wh\ch  sets  forth  three  priorities  for  health  improvement  citywide:  1)  ensuring  safe  and  healthy  living 
environments;  2)  increasing  physical  activity  and  healthy  eating;  and  3)  improving  access  to  high  quality  health 
care  and  services; 

WHEREAS,  A  number  of  important  issues  that  will  have  a  significant  impact  on  achievement  of  SFDPH's  budget 
priorities  and  the  citywide  Community  Health  Improvement  priorities  will  likely  be  considered  by  state  and 
federal  legislative  bodies  in  2014,  including  Health  Reform  implementation,  Medi-Cal  reimbursement, 
communicable  disease  control  and  prevention,  and  healthy  food  access; 

WHEREAS,  SFDPH  participates  in  a  number  of  statewide  associations  representing  various  county  health 
professionals,  including  health  executives,  health  officers,  public  hospital  executives,  mental  health  directors, 
and  substance  abuse  directors,  to  ensure  that  SFDPH  is  represented  in  coalition  positions  on  legislation; 

WHEREAS,  SFDPH  coordinates  engagement  in  State  and  federal  policymaking  and  legislative  advocacy  through 
the  Mayor's  Office  of  Legislative  and  Government  Affairs  to  ensure  that  changes  in  health  policy  are  consistent 
with  SFDPH  priorities  and  aligned  with  citywide  priorities; 

WHEREAS,  the  City  maintains  lobbyists  in  Washington,  DC  and  Sacramento,  with  whom  SFDPH  staff  works  to 
ensure  that  health  policy  positions  approved  by  the  Mayor's  Office  and  consistent  with  SFDPH  priorities  are 
represented  in  federal  and  State  advocacy; 

WHEREAS,  SFDPH's  2014  state  and  federal  legislative  plans  reflect  SFDPH's  health  policy  priorities  and  are  an 
important  tool  for  the  City  to  advocate  for  health  policy  and  legislation; 

NOW,  THEREFORE,  BE  IT  RESOLVED,  That  the  Health  Commission  approves  SFDPH's  2014  federal  and  state 
legislative  plans. 


I  hereby  certify  that  at  the  San  Francisco  Health  Commission  at  its  meeting  of  December  4,  2013  adopted  the 
foregoing  resolution. 


Mark  Morewitz 

Executive  Secretary  to  the  Health  Commission 
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AGENDA 
HEALTH  COMMISSION  MEETING 
Tuesday,  December  17,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1) 
2) 

3) 


4) 


CALL  TO  ORDER 


PROPOSED  ACTION: 


FOR  DISCUSSION: 


APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING 
OF  DECEMBER  3.  2013. 

*  Minutes  of  the  meeting  of  December  3,  2013 


DIRECTOR'S  REPORT 

(Barbara  Garcia,  Director  of  Health) 
Legislation 
Programs 
Budget 

Departmental  News 
Announcements 
*  Director's  Report 


GOVERNMENT 
DOCUMENTS  DEPT 

DEC  1 6  2013 

SAN  FRANCISCO 
PUBLIC  LIBRARY 


GENERAL  PUBLIC  COMMENT 

At  this  time,  members  of  the  public  may  address  the  Commission  on  items  of  interest  to  the  public  that  are 
within  the  subject  matter  jurisdiction  of  the  commission  that  are  not  on  this  meeting  agenda.  with 
respect  to  agenda  items,  your  opportunity  to  address  the  commission  will  be  afforded  when  the  item  is 
reached  in  the  meeting.  each  member  of  the  public  may  address  the  commission  for  up  to  three  minutes. 
The  Brown  Act  forbids  a  commission  from  taking  action  or  discussing  any  item  not  appearing  on  the 
posted  agenda,  including  those  items  raised  at  public  comment. 


5) 


FOR  DISCUSSION  AND 


FINANCE  AND  PLANNING  COMMITTEE 


POSSIBLE  ACTION: 

THE  COMMITTEE  CHAIR  WILL  GIVE  A  BRIEF  UPDATE  ON  MATTERS  DISCUSSED  AND/OR  RECOMMENDATIONS  MADE  IN  THIS 
COMMITTEE  INCLUDING  BUT  NOT  LIMITED  TO  THE  DECEMBER  CONTRACTS  REPORT  AND  NEW  CONTRACT  REQUESTS. 


6) 


FOR  ACTION: 


CONSENT  CALENDAR 


All  matters  listed  under  the  Consent  Calendar  are  considered  to  be  routine  by  the  San  Francisco  Health 
Commission  and  will  be  acted  upon  by  a  single  vote  of  the  Commission.  There  will  be  no  separate  discussion 
OF  these  items  unless  a  member  of  the  Commission  or  the  public  so  requests,  in  which  event  the  matter  will 
be  removed  from  the  Consent  Calendar  and  considered  as  a  separate  item. 


•  december  contracts  report 

•  Request  for  approval  of  a  contract  with  Fong  and  Chan  Architects  for 

SERVICES  TO  update  THE  SaN  FrANCISCO  GENERAL  HOSPITAL  2009  CAMPUS 

Facility  Master  Plan  and  2008  Institutional  Master  Plan  in  the  amount 
OF  $392,000  FOR  A  1.5  year  term  (18  months). 

•  Request  for  approval  of  a  contract  with  LDA  Architects,  Inc.  for  study 
TO  develop  a  possible  alternative  structural  scope  of  work  for  the 
structural  retrofit  project  of  building  5  AT  San  Francisco  General 
Hospital,  in  preparation  for  the  proposed  2015  general  obligation  bond 
in  the  amount  of  $103,573  for  a  1.5  year  term  (18  months). 

•  Requestfor  APPROVAL  of  A  CONTRACT  WITH  LDA  Architects  Inc.  FOR  peer 

REVIEW  SERVICES  AND  COST  ESTIMATION  SERVICES  ON  A  PROPOSED  DESIGN 
CONCEPT  FOR  AN  EXPANSION  OF  ITS  SOUTHEAST  HEALTH  CENTER,  IN  THE  AMOUNT 
OF  $87,811  FOR  A  1.5  YEAR  TERM  (18  MONTHS). 

•  Request  FOR  APPROVAL  OF  A  CONTRACT  WITH  RoNA  Consulting  Group  FOR  3P 

WORKSHOPS  FOR  PROCESS  RE-DESIGN  THAT  WILL  SUPPORT  THE  SFGH  TRANSITION 
TO  THE  NEW  FACILITY,  IN  THE  AMOUNT  OF  $1,365,213  FOR  A  TWO  YEAR  TERM 
(24  MONTHS). 

FOR  DISCUSSION  AND  SFDPH  NON-HOSPITAL  EMPLOYEE  RECOGNITION  AWARDS 

POSSIBLE  ACTION:  (Commissioner  Sonia  Melara,  President) 

The  Health  Commission  recognizes  employees  for  their  contributions  to  SFDPH. 

FOR  DISCUSSION  AND  UPDATE  ON  SECURITY  IMPROVEMENTS  AT  SFGH 

POSSIBLE  ACTION:  (Kathy  Jung,  Hospital  Associate  Administrator) 

THE  HEALTH  COMMISSION  WILL  BE  UPDATED  ON  IMPROVEMENTS  MADE  TO  SECURITY  AT  SAN  FRANCISCO  GENERAL 
HOSPITAL  (SFGH)  AND  ON  THE  PROGRESS  OF  THE  UNIVERSITY  OF  CALIFORNIA  AT  SAN  FRANCISCO  INDEPENDENT  REVIEW  OF 
SFGH  SECURITY  PROCEDURES,  PROTOCOLS,  AND  ISSUES. 

FOR  DISCUSSION  AND  PROPOSED  CHANGES  TO  SAN  FRANCISCO  HEALTH  CODE- 

POSSIBLE  ACTION:  ARTICLE  38;  RESOLUTION 

(Karen  Cohn,  Environmental  Health) 

THE  HEALTH  COMMISSION  WILL  CONSIDER  A  RESOLUTION  TO  ENDORSE  AN  ORDINANCE  TO  UPDATE  THE  SAN  FRANCISCO 
HEALTH  CODE,  ARTICLE  38,  WHICH  WOULD  ENABLE  THE  DPH  TO  REDEFINE  ITS  AIR  POLLUTANT  MODELING  CRITERIA  AND  TO 
USE  THESE  CRITERIA  TO  PROVIDE  UPDATES  TO  A  DESIGNATED  AIR  POLLUTANT  EXPOSURE  ZONE  AT  LEAST  EVERY  FIVE  YEARS. 
THE  RESOLUTION  WAS  INTRODUCED  AT  THE  HEALTH  COMMISSION  DECEMBER  3,  2013  MEETING.  APPROVAL  REQUESTED. 

FOR  DISCUSSION  AND  SFGH  ENVIRONMENT  OF  CARE  REPORT 

POSSIBLE  ACTION:  (Kathy  Jung,  Hospital  Associate  Administrator) 

THE  COMMITTEE  WILL  HEAR  THE  SUMMARY  OF  THE  SFGH  ENVIRONMENT  OF  CARE  REPORT  FOR  FISCAL  YEAR  2012- 
2013.  THE  REPORT  OUTLINES  PROGRESS  AND  IMPEDIMENTS  IN  THE  SIX  AREAS  OF  THE  EOC  PROGRAM  AND  THE 
hospital's  PREPAREDNESS  FOR  EMERGENCY  RESPONSE.    APPROVAL  REQUESTED. 

FOR  DISCUSSION  AND  SFGH  HOSPITAL  PLAN  FOR  PROVISION  OF  PATIENT  CARE  POLICY 

POSSIBLE  ACTION:  (Troy  Williams,  Interim  Chief  Quality  Officer) 

The  Committee  will  hear  the  summary  of  the  SFGH  Hospital  Plan  for  Provision  of  Patient  Care  Poucy. 
There  are  minor  changes:  Updating  patient  demographics  and  the  Strategic  Plan  section,  and  reattaching 

LINKS  TO  appendices  AND  CROSS  REFERENCES.    APPROVAL  REQUESTED. 
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FOR  DISCUSSION  AND  SFGH  PERFORMANCE  IMPROVEMENT  AND  PATIENT  SAFETY 

POSSIBLE  ACTION:  PROGRAM  (PIPS)  POLICY 

(Troy  Williams,  Interim  Chief  Quality  Officer) 
The  Committee  will  hear  the  summary  of  the  SFGH  Performance  Improvement  and  Patient  Safety 
Program  (PIPS)  Policy.  There  are  minor  changes  (Updated  list  of  Hospital  Acquired  Infections,  Hospital 
Acquired  Conditions  and  Patient  Safety  Programs  under  the  Patient  Safety  Plan;  and  the  listing  of  the 
Utilization  Management  Committee  under  Program  Description.  Approval  requested. 

FOR  DISCUSSION  AND  AB  85  IMPLEMENTATION  IN  SAN  FRANCISCO:  RESOLUTION 

POSSIBLE  ACTION:  (Greg  Wagner,  DPH  Chief  Financial  Officer  and  Colleen  Chawla,  Deputy 

Director  of  Health  and  Director  of  Policy  and  Planning.) 

AB  85  provides  a  mechanism  FOR  THE  STATE  OF  CALIFORNIA  TO  REDIRECT  A  PORTION  OF  HEALTH  REALIGNMENT  FUNDS 
TO  SUPPORT  SOCIAL  SERVICE  PROGRAMS.  THE  HEALTH  COMMISSION  WILL  CONSIDER  A  RESOLUTION  RECOMMENDING  THAT 
THE  BOARD  OF  SUPERVISORS  APPROVE  SAN  FRANCISCO'S  SELECTION  OF  THE  SAVINGS  FORMULA  OPTION  FOR  DETERMINING 
PAYMENTS  FROM  HEALTH  SUBACCOUNT  TO  THE  FAMILY  SUPPORT  SUBACCOUNT. 

FOR  DISCUSSION  AND  FY  2012-2013  DPH  GIFT  REPORT 

POSSIBLE  ACTION:  (Jen  Louie,  DPH  Budget  Director.) 

As  REQUIRED  BY  SECTION  10.100-201  OF  THE  SAN  FRANCISCO  ADMINISTRATIVE  CODE  AND  CONSISTENT  WITH  THE 
POLICY  AND  PROCEDURE  FOR  THE  ACCEPTANCE  OF  GIFTS  ADOPTED  BY  THE  HEALTH  COMMISSION  IN  OCTOBER  1995,  THE 
SFDPH  WILL  PRESENT  A  REPORT  CONTAINING  INFORMATION  ON  GIFTS  IT  RECEIVED  IN  FISCAL  YEAR  2012-2013. 

OTHER  BUSINESS 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 
providing  that  any  action  is  delayed  until  proper  notice  can  be  granted. 

FOR  DISCUSSION  AND:  JOINT  CONFERENCE  COMMITTEE  REPORTS 

POSSIBLE  ACTION: 

The  Sfgh  joint  conference  committee  chair  will  give  a  brief  report  ON  MATTERS  DISCUSSED  and/or 

RECOMMENDATIONS  MADE  DURING  ITS  RECENT  MEETING. 

FOR  DISCUSSION  AND  COMMITTEE  AGENDA  SETTING 

POSSIBLE  ACTION: 

Opportunity  when  Commissioners,  the  Director,  and  the  public  may  bring  up  topics  for  discussion, 
providing  that  any  action  is  delayed  until  proper  notice  can  be  granted. 

CLOSED  SESSION 

A)  Public  comments  on  all  matters  pertaining  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7;  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

p103  step  per  diem  nurse  grievance  v.  ccsf 

December  Laguna  Honda  Credentialing  Report 

D)  Reconvene  in  Open  Session 
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19)  ADJOURNMENT 


*        Explanatory  documents  are  available  at  the  Health  Comnnission  Office,  101  Grove  Street,  Room  #309,  telephone 
554-2666.  If  any  materials  related  to  an  item  on  this  agenda  have  been  distributed  to  the  Health  Commission  after 
distribution  of  the  agenda  packet,  those  materials  are  available  for  public  inspection  at  the  Health  Commission 
Office  at  the  address  above  during  normal  business  hours. 

Accessible  Meeting  Policy 

Meetings  are  held  in  the  Auditorium,  Room  #300,  at  lOlGrove  Street,  in  San  Francisco,  CA.  The  Auditorium  is 
wheelchair  accessible  through  the  Grove  Street  entrance.  The  closest  accessible  station  for  Muni  and  BART  is 
the  Civic  Center  station.  The  nearest  accessible  BART  station  is  Civic  Center  (Market/Grove/Hyde  Streets). 
Accessible  MUNI  Metro  lines  are  the  J,  K,  L,  M,  and  N  (Civic  Center  or  Van  Ness  Stations).  MUNI  bus  lines 
serving  the  area  are  the  47  Van  Ness,  9  San  Bruno,  and  the  6,  7,  71  Haight/Noriega.  For  more  information 
about  MUNI  accessible  services,  call  (415)  923-6142.  For  information  about  MUNI  services,  call  673-6864. 
There  is  accessible  parking  in  the  vicinity  of  City  Hall  at  Civic  Center  Plaza  and  adjacent  to  Davies  Hall  and  the 
War  Memorial  Complex.  Accessible  curbside  parking  is  available  on  Dr.  Carlton  B.  Goodlett  Place  and  Grove 
Street  and  at  the  southwest  corner  of  Grove  and  Polk  Streets. 

American  Sign  Language  interpreters  and  readers  and/or  language  interpreters  are  available  with  advance 
notice  of  three  business  days.  The  Department  of  Public  Health  will  make  every  effort  to  accommodate 
requests  for  sound  enhancement  systems  and  alternative  formats  for  meeting  minutes  and  agendas.  Please 
make  these  requests  as  far  in  advance  as  possible.  For  all  requests  contact  the  Department  of  Public  Health, 
Equal  Employment  Opportunity  Program,  telephone  554-2595  or  the  Health  Commission  office  at  554-2666. 
Late  requests  will  be  honored  if  possible. 

In  order  to  assist  the  City's  efforts  to  accommodate  persons  with  severe  allergies,  environmental  illnesses, 
multiple  chemical  sensitivity  or  related  disabilities,  attendees  at  public  meetings  are  reminded  that  other 
attendees  may  be  sensitive  to  various  chemical  based  products.  Please  help  the  City  to  accommodate  these 
individuals. 

Cell  Phone  and/or  Sound  Producing  Electronic  Device  Usage  at  Hearings 

The  ringing  of  and  use  of  cellular  phones,  pagers  and  similar  sound  producing  electronic  devices  are  prohibited 
during  public  meetings.  Please  be  advised  that  the  Chair/President  may  order  the  removal  from  the  meeting 
room  of  any  person(s)  responsible  for  the  ringing  or  use  of  a  cell  phones,  pagers,  or  other  similar  sound 
producing  electronic  devices  (Sunshine  Ordinance  67A.1). 

San  Francisco  Lobbyist  Ordinance 

Individuals  and  entities  that  influence  or  attempt  to  influence  local  legislative  or  administrative  action  may  be 
required  by  the  San  Francisco  Lobbyist  Ordinance  (San  Francisco  Campaign  and  Governmental 
Conduct  Code  2.100)  to  register  and  report  lobbying  activity.  For  more  information  about  the  Lobbyist  Ordinance, 
please  contact  the  San  Francisco  Ethics  Commission  at:  25  Van  Ness  Avenue,  Suite  220,  San  Francisco,  CA  94102; 
telephone  (415)  252-3100;  fax  (415)  252-3112;  and  web  site:  www.sfgov.org/ethics. 

Know  Your  Rights  Under  the  Sunshine  Ordinance  ■ 

The  Government's  duty  is  to  serve  the  public,  reaching  its  decisions  in  full  view  of  the  public.  Commissions,  I 
boards,  councils  and  other  agencies  of  the  City  and  County  exist  to  conduct  the  people's  business.  This  ordinance  I 
assures  that  deliberations  are  conducted  before  the  people  and  that  City  operations  are  open  to  the  people's  I 
review.  ■ 
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For  information  on  your  rights  under  the  Sunshine  Ordinance  (Chapter  67  of  the  San  Francisco  Administrative 
Code)  or  to  report  a  violation  of  the  ordinance,  contact  the  Sunshine  Ordinance  Task  Force  Administrator  by 
mail  to,  1  Dr.  Carlton  B.  Goodlett  Place,  Room  244,  San  Francisco  CA  94102,  by  phone  at  (415)  554-7724,  by  fax 
at  (415)  554-7854  or  by  email  at  sotf@sfgov.org 

Citizens  may  obtain  a  free  copy  of  the  Sunshine  Ordinance  by  contacting  the  Sunshine  Ordinance  Task  Force  or 
by  printing  Chapter  67  of  the  San  Francisco  Administrative  Code  on  the  Internet,  at 
http://www.sfgov.org/sunshine.htm. 
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MINUTES 
HEALTH  COMMISSION  MEETING 
Tuesday,  December  17,  2013,  4:00  p.m. 
101  Grove  Street,  Room  300  or  Room  302 
San  Francisco,  CA  94102 


1)  CALL  TO  ORDER 
Present: 


Excused: 


Commissioner  Sonia  E.  Melara,  MSW,  President 
Commissioner  Cecilia  Chung 
Commissioner  Judith  Karshmer,  Ph.D,  PMHCNS-BC 
Commissioner  David  J.  Sanchez  Jr.,  Ph.D. 
Commissioner  David  B.  Singer 

Commissioner  Edward  A.  Chow  M.D. ,  Vice  President 
Commissioner  Belle  Taylor-McGhee 


The  meeting  was  called  to  order  at  4:16pm. 


GOVERNMENT 
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2)  APPROVAL  OF  THE  MINUTES  OF  THE  HEALTH  COMMISSION  MEETING  OF  DECEMBER  3.  2013. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  minutes  of  the  meeting  of 
December  3,  2013. 

3)  FOR  DISCUSSION:  DIRECTOR'S  REPORT 

Barbara  Garcia,  Director  of  Health,  gave  the  report.  The  full  report  can  be  viewed  at: 
http://www.sfdph.org/dph/comupg/aboutdph/insideDept/dirRpts/default.asp 

New  Appointments  to  the  San  Francisco  Health  Network 

We  are  happy  to  announce  Marcellina  Ogbu,  DrPH,  as  our  new  Deputy  Director  of  the  San  Francisco  Health 
Network  (SFHN),  effective  December  5,  2013.  Dr.  Ogbu  has  been  with  SFDPH  for  over  28  years  and  brings  a 
wealth  of  health  management  experience.  In  this  new  role,  Dr.  Ogbu  will  provide  executive  leadership  of  key 
initiatives  that  more  fully  integrate  and  align  the  care  delivery  services  of  the  SFHN. 

We  are  also  happy  to  announce  the  appointment  of  Albert  Yu,  M.D,  M.P.H.,  M.B.A,  effective 
December  9,  2013,  to  the  dual  roles  of  Director  of  Ambulatory  Care  for  SFHN  and  Chief  Informatics  and 
Innovations  Officer  (CHIO)  for  all  of  SFDPH.  Dr.  Yu  will  be  responsible  for  the  coordination,  delivery  and 
operational  performance  of  all  ambulatory  components  of  the  SFHN  and  will  collaborate  with  Executive 


Leadership  of  the  SFHN  and  its  affiliated  and  contracted  providers  of  ambulatory  services  which  include: 
Primary  &  Specialty  Care,  Behavioral  Health,  Jail  Health,  Maternal  and  Child  Health  and  HIV  Health  Services,  to 
ensure  the  delivery  of  high  quality  and  efficient  integrated  care.  As  the  DPH  CHIO,  Dr.  Yu  will  collaborate 
SFDPH-wide  to  help  set  strategic  direction  and  priorities  for  the  use  of  informatics  and  technology  in  support 
of  DPH  and  SFHN  clinical,  financial,  operational,  business  intelligence  and  clinical  innovations.  Most  recently. 
Dr.  Yu  has  served  in  the  dual  roles  of:  1)  Medical  Director  of  the  Chinatown  Public  Health  Center  and  2).  Chief 
Medical  Informatics  Officer  (CMIO)  for  the  DPH  Community  Oriented  Primary  Care  (COPC).  Notably,  as  COPC 
CMIO,  Dr.  Yu  provided  senior  leadership  and  project  oversight  of  the  DPH  implementation  of  eClinicalWorks, 
the  new  ambulatory  electronic  health  record.  From  1994  to  2007,  Dr.  Yu  served  in  the  roles  of  Vice  Chair  of 
Clinical  Affairs,  Chief  of  the  UCSF  Family  Medicine  Service  and  Medical  Director  of  the  Faculty  Practice  of  the 
UCSF  Department  of  Family  and  Community  Medicine.  Dr.Yu  received  his  undergraduate  degree  from  Cornell 
University,  his  Doctor  of  Medicine  degree  from  UCSF,  his  Master  of  Public  Health  degree  from  UC  Berkeley  and 
his  Master  of  Business  Administration  degree  from  Golden  Gate  University. 

Integrated  Patient  Data  Helping  DPH  Prepare  for  Managed  Care 

DPH's  first  integration  of  medical  health,  behavioral  health,  and  psycho-social  information  is  now  available  to 
Avatar  users  and  will  soon  be  available  to  users  of  the  lifetime  clinical  record  (LCR)  and  eClinicalWorks  (eCW). 
The  Coordinated  Care  Management  System  (CCMS)  Patient  Summary  outlines  service  utilization,  diagnoses, 
care  team  members,  and  a  preliminary  risk  factors  analysis  drawn  from  multiple  databases  including  the  LCR, 
Avatar,  psychiatric  emergency  services,  ambulance  (from  the  SF  Fire  Department),  housing,  jail  health,  shelter 
and  benefits  (from  the  SF  Human  Services  Agency),  and  the  Death  Registry.  Development  of  the  CCMS  Patient 
Summary  relied  upon  the  talents  of  a  small  group  of  internal  analysts  and  IT  staff  and  a  grant  from  the  Metta 
Fund,  a  private  foundation  dedicated  to  improving  the  health  of  San  Francisco  residents. 

Mayor's  Website  On  Health  Reform 

The  Mayor's  office  of  the  City  and  County  of  San  Francisco  has  launched  a  website  that  provides  information 
about  health  care  coverage  options  under  the  Affordable  Care  Act:  www.sfgov.org/healthreform.  Individuals, 
community  partners,  and  businesses  may  visit  this  website  to  receive  information  on  health  insurance 
enrollment  options  to  comply  with  the  Affordable  Care  Act,  which  goes  into  effect  January  2014.  Persons  and 
organizations  wishing  to  distribute  materials  as  part  of  outreach  can  access  an  educational  flyer  in  English, 
Spanish,  Chinese,  Russian,  Tagolog,  and  Arabic  at  the  following  website: 

http://sfmavor.org/index.aspx?page=967.  This  website  also  contains  a  frequently  updated  community 
calendar,  which  lists  outreach  and  educational  events  occurring  throughout  San  Francisco. 

Medical  Surge  Drill 

On  November  21,  2013,  DPH  ran  a  statewide  medical  surge  drill.  The  scenario  was  an  outbreak  of  E.  Coli  that 
required  movement  of  patients  throughout  the  state  in  order  to  access  appropriate  medical  care.  Laguna 
Honda  used  this  drill  as  an  opportunity  to  practice  our  medical  surge  plan  in  conjunction  with  SFGH.  We 
conducted  a  tabletop  exercise  in  the  Command  Center  focused  on  receiving  up  to  50  patients  from  SFGH  to 
make  room  for  E.  Coli  patients  to  be  sent  to  them.  This  involved  planning  to  discharge  enough  patients  to 
accommodate  the  transfers  and  practicing  communication  and  transfer  procedures. 

DPH  'Unsung  Heros' 

On  December  4,  2013,  the  Department  of  Public  Health  was  pleased  that  several  of  our  staff  were  recognized 
as  'unsung  heroes'  by  Anthem  Blue  Cross  Medi-Cal's  Community  Advisory  Committee  for  their  tireless  work  to 
improving  the  health  of  San  Franciscans  in  alignment  with  our  health  priorities  to:  ensure  safe  and  healthy 
living  environments;  increase  healthy  eating  and  physical  activity;  and  to  increase  access  to  quality  health  care. 
Congratulations  to  Christina  Goette  of  Community  Health  Equity  &  Promotion  Branch  and  Shape  Up  SF, 
Cynthia  Melgoza  and  David  Lo  of  the  Children's  Environmental  Health  Promotion  Program,  and  Jim  Nelson  of 
Cultural  Competence  and  Client  Relations  who  were  celebrated  as  champions  and  unsung  heroes.  It  was  a 
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truly  inspiring  event  that  reminded  us  of  the  innportance  of  collaboration,  equity,  and  the  value  of  our  work  in 
improving  the  health  of  San  Franciscans. 

Megan  Wier  is  a  "Walk  Star" 

Congratulations  to  Megan  Wier  for  being  honored  as  the  first  ever  "Walk  Star"  by  Walk  San  Francisco  -  San 
Francisco's  Pedestrian  Advocacy  Organization.  At  Walk  San  Francisco's  annual  party  and  fundraiser,  Megan 
was  awarded  for  her  leadership  in  research  and  analysis  on  the  Pedestrian  Strategy.  Megan  is  the  Lead  for 
Health,  Transportation,  and  Equity  for  the  Environmental  Health  Branch.  Her  work  focuses  on  the  protection  of 
pedestrians  and  the  promotion  of  walking,  bicycling,  and  public  transit  in  San  Francisco  transportation 
planning  and  policy.  Her  recently  completed  research  projects  include  a  multi-variate  model  of  pedestrian 
injuries  and  a  health  impact  assessment  of  road  pricing.  Megan  is  the  co-chair  of  the  Mayor's  Pedestrian  Safety 
Task  Force  and  is  currently  the  department's  lead  on  Walk  First  -  a  data-driven  process  that  will  prioritize  5 
years  of  capital  improvements  to  meet  Pedestrian  Strategy  goals  and  make  San  Francisco  a  safer  place  to  walk. 
Congratulations  Megan! 

http://www.sfphes.org/news/226-megan-wier-awarded-walk-star 
Smoke-Free  Campus 

LHH  staff  administered  a  survey  to  assess  its  readiness  to  go  smoke-free.  There  were  530  respondents  of  which 
83%  agreed  or  strongly  agreed  that  the  hospital  should  go  smoke-free.  LHH  is  in  the  process  of  applying  for  a 
waiver  for  program  flexibility  from  the  State. 

The  number  of  residents  who  smoke  has  decreased  from  92  to  66.  Each  resident  who  continues  to  smoke  has  a 
care  plan  in  place  for  smoking  cessation.  Harmony  Park  hours  have  been  decreased  and  will  be  decreased 
again  in  December.  Harmony  Park  will  close  in  February  2014  when  Laguna  Honda  becomes  a  smoke-free 
campus.  It  will  reopen  later  in  the  year  as  an  outside  activity  area. 

This  month,  a  smoking  cessation  phone  message  line  was  established,  where  any  member  of  the  Laguna 
Honda  Community  can  leave  a  question  or  comment,  report  a  smoking  violation,  or  get  smoking  cessation  tips. 

California  Hospital  Engagement  Network  Recognition 

Laguna  Honda  Hospital  has  been  recognized  for  achieving  the  following  California  Hospital  Engagement 
Network  project  goals  for  being  a: 

Fully  Engaged  Hospital  -  reporting  data  on  all  hospital-acquired  conditions. 

Improvement  Champion  -  achieving  40%  improvement  in  one  or  more  hospital-acquired  conditions  and/or 
achieved  20%  improvement  in  elective  readmissions. 

Improvement  Hero  -  sustained  zero  harm  incidents  for  6, 12  and  23  months  in  one  or  more  hospital  acquired 
conditions. 


>lealth  Commission  Minutes 
December  17,  2013 
Page  3 


COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 

November  2013 
Governing  Body  Report  -  Credentialing  Sumnnary 

(10/17/13  BUSINESS-MEC) 


11/2013 

07/2013  to  06/2014 

New  Appointments 
Reinstatements 

27 

143 

Reappointments 
Delinquencies: 
Reappointment  Denials: 

46 

260 

Resigned/Retired: 

Disciplinary  Actions 
Administrative  Suspension 

9 

119 

Res  triction/Limitation-Privileges 

Deceased 

1 

Changes  in  Privileges 
Voluntary  Relinquishments 
Additions 

Proctorship  Completed 

7 
9 
11 

60 
67 
88 

Current  Statistics  -  as  of  10/7/13 

Active  Staff 

511 

Courtesy  Staff 

483 

Affiliated  Professionals  (non-physicians) 

250 

TOTAL  MEMBERS 

1,244 

Applications  in  Process 

103 

Applications  Withdrawn  Month  of  November  2013 

0 

SFGH  Reappointments  in  Process  12/2013  to  2/2014 

120 
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COMMUNITY  HEALTH  NETWORK 
SAN  FRANCISCO  GENERAL  HOSPITAL  &  TRAUMA  CENTER 

December  2013 
Governing  Body  Report  -  Credentialing  Summary 

(11/21/13  BUSINESS-MEC) 


12/2013 

07/2013  to  06/2014 

New  Appointments 

14 

157 

Reinstatements 

Reappointments 

44 

304 

Delinquencies: 

Reappointment  Denials: 

Resigned/Retired: 

11 

130 

Disciplinary  Actions 

Administrative  Suspension 

0 

Restriction/Limitation-Privileges 

Deceased 

1 

Changes  in  Privileges 

Voluntary  Relinquishments 

8 

68 

Additions 

7 

74 

Proctorship  Completed 

10 

98 

Current  Statistics  -  as  of  11/4/13 

Active  Staff 

533 

Courtesy  Staff 

500 

Affiliated  Professionals  (non-physicians) 

250 

TOTAL  IVIEIVIBERS 

1,283 

Applications  in  Process 

67 

Applications  Withdrawn  Month  of  December  2013 

0 

SFGH  Reappointments  in  Process  1/2014  to  3/2014 

118 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


NOVEMBER  2013 

Health  Commission  -  Director  of  Health  Report 

(November  14,  2013  Medical  Exec  Committee) 


(FY  2013-2014) 

November 

Year-to-Date 

New  Appointments 

1 

9 

Reinstatements 

0 

0 

Reappointments 

4 

21 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

c 

D 

|JI  1 1  Id  1  y  r\L.LILIIl9 

n 
%j 

n 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

1 

5 

Proctorship  Extension 

0 

0 

Current  Statistics  -  as  of  11/18/2013 

Active  Medical  Staff 

38 

As-Needed  Medical  Staff 

15 

External  Consultant  Medical  Staff 

43 

Courtesy  Medical  Staff 

1 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

103 

Applications  In  Process  0 
Applications  Withdrawn  Month  of  November  2013  0 
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LAGUNA  HONDA  HOSPITAL  AND  REHABILITATION  CENTER 


DECEMBER  2013 

Health  Commission  -  Director  of  IHeaith  Report 

(December  12,  2013  Medical  Exec  Committee) 


(FY  2013-2014) 

December 

Year-to-Date 

New  Appointments 

0 

9 

Reinstatements 

0 

0 

Reappointments 

7 

28 

Delinquencies: 

0 

0 

Reappointment  Denials: 

0 

0 

Resigned /Retired: 

1 

7 

Disciplinary  Actions 

0 

0 

Restriction/Limitation-Privileges 

0 

0 

Deceased 

0 

0 

Changes  in  Privileges 

Additions 

0 

0 

Voluntary  Relinquishments 

0 

0 

Proctorship  Completed 

0 

5 

Proctorship  Extension 

0 

0 

Current  Statistics  -  as  of  11/27/2013 

Active  Medical  Staff 

37 

As-Needed  Medical  Staff 

15 

External  Consultant  Medical  Staff 

43 

Courtesy  Medical  Staff 

1 

Affiliated  Professionals 

6 

TOTAL  MEMBERS 

102 

Applications  in  Process  1 
Applications  Withdrawn  Month  of  December  2013  0 
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Director  Garcia  introduced  Marcellina  Ogbu,  Deputy  Director  of  the  San  Francisco  Health  Networl<,  and  Albert 
Yu,  IVID,  Director  of  Ambulatory  Care  for  the  San  Francisco  Health  Network  and  Chief  Informatics  and 
Innovations  Officer  for  all  of  SF  DPH. 

Commissioner  Comments: 

Commissioner  Singer  stated  that  he  applauds  Director  Garcia  on  these  appointments  and  the  continued  good 
work  on  the  new  San  Francisco  Health  Network. 

4)  GENERAL  PUBLIC  COMMENT 

There  was  no  general  public  comment. 

5)  COMMUNITY  AND  PUBLIC  HEALTH  COMMITTEE 

Commissioner  Karshmer,  who  chaired  the  12/17/13  Community  and  Public  Health  Committee,  stated 
that  the  Committee  heard  a  presentation  on  the  impact  of  consumption  of  drinks  with  a  high  level  of 
sugar  and  reviewed  a  draft  resolution  which  the  Committee  recommended  for  full  Health 
Commission  consideration.  The  Committee  also  heard  an  update  on  the  Community  Transformation 
Initiative,  a  collaboration  of  multiple  sectors  of  the  community  including  public  health,  education, 
transportation,  and  business,  that  uses  a  collaborative  approach  to  prevent  chronic  illness  such  as 
cancer,  diabetes,  and  heart  disease. 

FINANCE  AND  PLANNING  COMMITTEE 

Commissioner  Chung,  Committee  Chair,  stated  that  at  the  December  13,  2013  meeting,  the 
Committee  reviewed  and  recommended  for  approval  four  new  contracts  and  the  December  2013 
Contracts  Report. 

6)  CONSENT  CALENDAR 

The  following  were  unanimously  approved: 

•  december  2013  contracts  report 

•  Request  for  approval  of  a  contract  with  Fong  and  Chan  Architects  for  services  to  update  the  San 
Francisco  General  Hospital  2009  Campus  Facility  Master  Plan  and  2008  Institutional  Master  Plan  in 

the  amount  of  $392,000  FOR  A  1.5  YEAR  TERM  (18  MONTHS). 

•  Request  for  approval  of  a  contract  with  LDA  Architects,  Inc.  for  study  to  develop  a  possible 

ALTERNATIVE  STRUCTURAL  SCOPE  OF  WORK  FOR  THE  STRUCTURAL  RETROFIT  PROJECT  OF  BUILDING  5  AT  SAN 

Francisco  General  Hospital,  in  preparation  for  the  proposed  2015  general  obligation  bond  in  the 
amount  of  $103,573  for  a  1.5  year  term  (18  months). 

•  Request  for  approval  of  a  contract  with  LDA  Architects  Inc.  for  peer  review  services  and  cost 

ESTIMATION  SERVICES  ON  A  PROPOSED  DESIGN  CONCEPT  FOR  AN  EXPANSION  OF  ITS  SOUTHEAST  HEALTH  CENTER,  IN 
THE  AMOUNT  OF  $87,811  FOR  A  1.5  YEAR  TERM  (18  MONTHS). 

•  REQUEST  FOR  APPROVAL  OF  A  CONTRACT  WITH  RONA  CONSULTING  GROUP  FOR  3P  WORKSHOPS  FOR  PROCESS  RE- 
DESIGN THAT  WILL  SUPPORT  THE  SFGH  TRANSITION  TO  THE  NEW  FACILITY,  IN  THE  AMOUNT  OF  $1,365,213  FOR  A 
TWO  YEAR  TERM  (24  MONTHS). 

7)  SFDPH  NON-HOSPITAL  EMPLOYEE  RECOGNITION  AWARDS 

The  following  DPH  teams  were  recognized  by  the  Health  Commission: 

Community  Transformation  Initiative  Team 

Megan  Weir,  Christina  Goette,  Cristy  Dieterich,  Susana  Hennessey-Lavery,  Derek  Smith,  Curtis  Chan, 
Deirdra  Forte-Wilson,  Amy  Peterson,  Judith  Sansome,  Winnie  Tse.  Gary  Najarian,  Jane  Yang,  Alice  Hu, 
Tomas  Aragon,  MD,  Tracey  Packer,  Patricia  Erwin,  Lisa  Johnson,  MD,  Lisa  Golden,  MD 
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Naloxone  "NOSE"  Team 

Phillip  Coffin,  Emily  Behar,  Jason  Euren,  James  Gasper,  Michelle  Geier,  Dianna  Coffa,  MD,  Soraya  Azari, 
Barbara  Wismer,  MD,  Karen  Deutsch,  MD,  Keith  Seidel,  MD,  Jan  Gurley,  MD. 

Forensic  AIDS  Project  HIV/STD/Hepatitis  Prevention  Services  Team 

Kate  Monico-Klein,  Erica  Enright,  Amir  Hasan,  David  Leiva 

Chinatown  Development  Center  Team 

Jenny  Chan,  Cheisi  Cheng,  Alexander  Chen,  Jacqueline  Cooper,  Sam  Eath,  Grace  Fung,  Kim  Hoffman, 
Sarlina  Kwok,  Ho-Yin  Joe  Lai,  Wei  M.  Lew,  Christina  Liu,  Sarah  Mak,  Irving  Mok,  Lorraine  Ng,  Hang  L. 
Ngo,  Thuy  Nguyen-Smith,  Ellen  Sawamura,  Diana  Wong,  Justin  Young,  Yvonne  Yu,  Becky  Yu 

Medical  Respite  Medical  Providers. 

Tae-Wol  Stanley,  NP,  Michelle  Schneiderman,  MD,  Eric  Belfort,  PA,  Michelle  Nance,  NP,  Michele 
Mozelsio,  PA,  Rose  Quinones,  PA,  Liz  Gatewood,  NP 

Transgender  Training  Group 

Robyn  Stukalin,  Maria  Porch,  Julie  Graham,  Barry  Zevin,  MD,  Dan  Karasic  MD,  Heather  Weisbrod, 
Amber  Gray,  Kandi  Patterson 

8)         UPDATE  ON  SECURITY  IMPROVEMENTS  AT  SFGH 

Director  Garcia  stated  that  SFGH  has  worked  extensively  with  the  Sheriff  to  improve  security;  in  addition, 
SFDPH  has  requested  an  independent  review  of  security  issues  at  SFGH. 

Sue  Currin,  SFGH  CEO,  gave  the  presentation  which  reviewed  steps  being  taken  to  improve  security  at  the 
SFGH  campus  and  throughout  all  SFDPH  facilities. 

Peter  Balestrieri,  former  Director  of  UCSF  Security,  has  been  hired  by  SFDPH  as  a  consultant  to  direct  the  UCSF 

independent  review  process.  He  stated  that  UCSF  will  be  focusing  on  the  following  areas: 

security-related  policies,  revising  the  SFGH  security  management  plan,  revising  the  SFGH  patient  AWOL  policy. 

Mr  Balestrieri  stated  that  an  independent  security  firm  will  begin  their  assessment  of  all  areas  of  the  SFGH 
security  system  in  two  weeks;  part  of  this  process  will  include  interviews  with  all  relevant  SFGH  and  Sheriffs 
Department  staff. 

Sheriff  Mirkarimi  stated  that  with  the  help  of  DPH  and  SFGH  leadership,  steps  have  been  taken  to  make 
effective  changes.  He  designated  Captain  Ferrigno,  a  direct  report  to  the  Sheriff,  to  be  assigned  to  the  SFGH 
campus.  He  also  stated  that  other  Sheriff  staff  have  been  transferred  to  the  SFGH  campus;  the  Sheriffs 
Department  is  reviewing  its  staffing  plan  so  that  it  can  meet  the  needs  of  SFGH. 

Commissioner  Comments: 

Commissioner  Singer  commended  Ms.  Currin  for  taking  a  comprehensive  view  of  SFGH  security  issue.  He 
asked  how  much  freedom  the  SFDPH  has  to  choose  a  security  force  for  its  various  sites.  Director  Garcia  stated 
that  if  the  SFDPH  wanted  to  privatize  its  security,  it  would  have  to  be  done  through  the  Board  of  Supervisors. 
She  stated  that  the  independent  review  process  should  give  important  input  in  how  the  SFDPH  will  move 
forward  in  planning  its  security  force. 

Commissioner  Singer  thanked  Sheriff  Mirkarimi  for  attending  the  meeting.  He  stated  that  in  his  review  of 
testimony  to  the  BOS  by  SFGH  staff  and  in  recent  Health  Commission  meetings,  it  seems  that  Sheriffs  Dept 
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cannot  protect  the  staff  as  they  need  due  to  Sheriff  Department  policy  and  interpretation  of  the  law.  Sheriff 
Mirkarinni  stated  that  there  is  conflicting  legal  advice  regarding  how  a  peace  officer  may  detain  or  arrest 
someone  without  using  the  5150  code.  His  hope  is  that  legal  counsel  can  determine  ways  that  allow  the 
Sheriffs  peace  officers  to  be  helpful  in  every  appropriate  way  on  the  SFGH  campus. 

Commissioner  Sanchez  stated  that  he  is  glad  to  hear  that  there  is  a  collaboration  between  the  SFDPH  and 
Sheriff's  Department  regarding  the  quality  of  security  efforts  at  SFGH.  He  added  that  he  has  a  long  history  with 
SFGH  and  SFDPH  and  knows  there  have  been  many  iterations  of  security  options  at  SFGH.  He  also  stated  that 
he  is  glad  that  UCSF  is  involved  because  it  has  gone  through  institutional  security  training. 

Commissioner  Karshmer  stated  that  she  is  interested  in  ongoing  monitoring  of  the  long-term  changes  being 
made  to  security  at  the  SFGH  campus  and  throughout  all  SFDPH  sites.  Director  Garcia  stated  that  the  SFDPH  is 
developing  a  corrective  action  plan  for  the  contract  with  the  Sheriff's  Department;  as  part  of  this  corrective 
action  plan,  the  issues  will  be  brought  to  the  Health  Commission  on  a  quarterly  basis. 

Commissioner  Chung  requested  that  the  Health  Commission  have  an  opportunity  to  review  the  performance 
matrix  to  be  used  for  the  contract  with  the  Sheriffs  Department  before  any  final  changes  are  made  to  the 
MOU. 

Commissioner  Melara  thanked  Director  Garcia  and  Sheriff  Mirkarimi  and  stated  that  this  is  a  good  beginning  of 
a  necessary  discussion.  She  looks  forward  to  future  updates  on  the  vital  issue  of  security  at  all  the  SFDPH  sites. 

9)  PROPOSED  CHANGES  TO  SAN  FRANCISCO  HEALTH  CODE. 
ARTICLE  38:  RESOLUTION 

Karen  Cohn,  Environmental  Health,  reviewed  the  resolution,  which  was  introduced  at  the  12/13/13  full  Health 
Commission  meeting. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  resolution  (Attachment  A) 

10)  SFGH  ENVIRONMENT  OF  CARE  REPORT 

Lan  Wilder,  SFGH  Emergency  Management  Coordinator,  reviewed  the  Report.  Mr.  Morewitz  stated  that  at 
their  December  10,  2013  meeting,  the  SFGH  JCC  recommended  that  the  full  Health  Commission  approve  the 
Report. 

Commissioner  Comments/Follow-Up: 

Commissioner  Karshmer  asked  if  the  approval  of  this  Report  is  an  annual  process.  Ms.  Wildered  confirmed  that 
the  Report  is  reviewed  and  approved  by  the  Health  Commission  on  an  annual  basis. 

Commissioner  Chung  requested  the  opportunity  for  the  Health  Commission  to  hear  follow-up  on  the  incidents 
listed  in  the  Report.  Commissioner  Sanchez  reminded  Commissioner  Chung  that  the  SFGH  JCC  reviews  all 
incidents  listed  in  the  report  in  closed  session.  Commissioner  Singer  added  that  the  discussion  of  these 
incidents  includes  root-cause  analysis.  Commissioner  Chung  requested  that  future  SFGH  Environment  of  Care 
Reports  to  include  how  practice  and  policies  were  changed  due  to  response  to  incidents. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  SFGH  Environment  of  Care  Report. 

11)  SFGH  HOSPITAL  PLAN  FOR  PROVISION  OF  PATIENT  CARE  POLICY 

Troy  Williams,  Interim  Chief  Quality  Officer,  reviewed  the  policy.  Mr.  Morewitz  stated  that  at  their 
December  10,  2013  meeting,  the  SFGH  JCC  recommended  that  the  full  Health  Commission  approve  the  Policy. 
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Commissioner  Comments/Follow-Up: 

Commissioner  Chung  requested  that  gender  expression  be  included  in  the  policy  next  year. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  SFGH  Hospital  Plan  for  Provision  of 
Patient  Care  Policy. 

12)  SFGH  PERFORMANCE  IMPROVEMENT  AND  PATIENT  SAFETY  PROGRAM  (PIPS)  POLICY 

Troy  Williams,  Interim  Chief  Quality  Officer,  reviewed  the  policy.  Mr.  Morewitz  stated  that  at  their 
December  10,  2013,  the  SFGH  JCC  recommended  that  the  full  Health  Commission  approve  the  policy. 

Action  Taken:    The  Health  Commission  unanimously  approved  the  SFGH  Performance  Improvement 
and  Patient  Safety  Program  (PIPS)  Policy. 

13)  AB  85  IMPLEMENTATION  IN  SAN  FRANCISCO:  RESOLUTION 

Greg  Wagner,  DPH  Chief  Financial  Officer  and  Colleen  Chawla,  Deputy  Director  of  Health  and  Director  of  Policy 
and  Planning,  reviewed  the  resolution. 

Action  Taken:  The  Health  Commission  unanimously  approved  the  resolution.  (See  attachment  B) 

14)  FY  2012-2013  DPH  GIFT  REPORT 

Jen  Louie,  DPH  Budget  Director,  gave  the  report. 

Commissioner  Comments/Follow-Up: 

Commissioner  Sanchez  stated  that  it  is  a  testament  to  the  quality  of  SFDPH  that  so  many  gifts  have  been  made. 
He  introduced  Sara  Haynes,  the  Interim  SFGH  Foundation  Director.  He  noted  that  the  previous  UCSF 
Chancellor,  Susan  Desmond  Hellman  has  been  named  CEO  of  the  Bill  and  Melinda  Gates  Foundation. 

Commissioner  Singer  stated  that  San  Francisco  is  undergoing  a  huge  economic  boom.  He  encouraged  SFDPH  to 
think  strategically  about  how  to  partner  with  people  who  have  significant  financial  resources. 

Action  Taken:  The  Health  Commission  unanimously  approved  and  accepted  the  2013  DPH  Gift  Report. 

15)  OTHER  BUSINESS 

This  item  was  not  discussed. 

16)  JOINT  CONFERENCE  COMMITTEE  REPORTS 

Commissioner  Sanchez,  who  chaired  the  December  10,  2013  SFGH  JCC  meeting,  stated  that  the  JCC  heard  the 
Hospital  Administrator's  Report,  Patient  Care  Services  Report,  and  approved  the  Quality  Measures  Report, 
Quality  Council  Report,  the  Community  Primary  Care  Privilege  List,  and  Discharge  from  the  Post  Anesthesia 
Care  Unit  Standardized  Procedure.  The  Committee  also  reviewed  and  recommended  the  following  for 
approval  by  the  full  Health  Commission: 

a.  SFGH  Plan  for  Provision  of  Patient  Care  Policy 

b.  SFGH  Performance  Improvement  and  Patient  Safety  Program  (PIPS)  Policy 

c.  SFGH  Environment  of  Care  Report 

17)  COMMITTEE  AGENDA  SETTING 

This  item  was  not  discussed. 


18)        CLOSED  SESSION 
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A)  Public  comments  on  all  matters  pertaininR  to  the  closed  session 

B)  Vote  on  whether  to  hold  a  closed  session  (San  Francisco  Administrative  Code  Section  67.11) 

C)  Closed  session  pursuant  to  Evidence  Code  Sections  1157(a)  and  (b);  1157.7:  Health  and  Safety 
Code  Section  1461;  and  California  Constitution,  Article  I,  Section  1 

p103  step  per  diem  nurse  grievance  v,  ccsf 

December  Laguna  Honda  Credentialing  Report 

D)  Reconvene  in  Open  Session 

Action  Taken:   The  Health  Commission  voted  not  to  disclose  the  discussions  held  in  closed  session. 

19)  ADJOURNMENT 

The  meeting  was  adjourned  at  5:46pm. 
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Attachment  A 


Health  Commission 
Resolution  No.  13-13 


ENDORSING  AN  ORDINANCE  TO  UPDATE  SF  HEALTH  CODE  ARTICLE  38,  ENHANCED  VENTILATION  REQUIRED 
FOR  URBAN  INFILL  SENSITIVE  USE  DEVELOPMENT  IN  THE  AIR  POLLUTANT  EXPOSURE  ZONE,  AND 
CORRESPONDING  DIRECTOR'S  RULES  AND  REGULATIONS 

Whereas  it  is  the  mission  of  the  Department  of  Public  Health  to  protect  and  promote  the  health  of  all  San 
Franciscans,  including  the  implementation  of  public  health  strategies  that  promote  health  equity; 

Whereas  scientific  studies  have  found  an  association  between  exposure  to  particulate  matter  and  significant 
human  health  problems,  including:  aggravated  asthma;  chronic  bronchitis;  reduced  lung  function;  irregular 
heartbeat;  heart  attack;  and  premature  death  in  people  with  heart  or  lung  disease;  and  whereas  exposure  to 
air  pollutants  that  are  carcinogens  can  also  have  significant  human  health  consequences; 

Whereas  exposure  to  outdoor  air  pollutants  may  be  a  contributing  factor  to  the  leading  causes  of  death 
recorded  for  San  Francisco's  population,  which  are  ischemic  heart  disease;  lung,  bronchus  and  tracheal 
cancers;  cerebrovascular  disease;  chronic  obstructive  pulmonary  disease;  hypertensive  heart  disease  and 
lower  respiratory  infection; 

Whereas  the  San  Francisco  Community  Health  Improvement  Plan  and  the  Population  Health  Division's 
Strategic  Plan  includes  the  priority  to  ensure  safe  and  healthy  living  environments,  including  the  goal  of 
reducing  the  proportion  of  San  Francisco's  population  exposed  to  air  pollution; 

Whereas  the  Environmental  Health  Branch  has  collaborated  with  the  City's  Planning  Department  and  the  Bay 
Area  Air  Quality  Management  District  (BAAQMD)  to  update  the  methodology  used  to  identify  zones  with 
outdoor  air  pollutants  of  concern,  including  busy  roadways,  area  and  stationary  sources; 

Whereas  the  BAAQMD  CARE  Program  has  analyzed  data  for  the  nine-county  region,  identifying  five  zip  codes 
in  San  Francisco  that  are  among  the  worst  quintile  of  Bay  Area  health  vulnerability  scores,  based  on  two  years 
of  State-captured  hospitalization  and  emergency  room  visit  records  and  estimated  costs  for  various  air 
pollution  related  conditions  combined  with  the  non-accident  mortality  rate; 

Whereas  the  proposed  air  pollutant  modeling  criteria  has  included  a  provision  to  extend  Article  38  protections 
to  additional  areas  within  the  five  San  Francisco  zip  codes  with  more  health  vulnerable  populations; 

Whereas  SF  Health  Code  Article  38  currently  defines  requirements  for  the  development  of  greater  than  10 
units  of  infill  housing  near  busy  roadways  to  model  anticipated  exposure  to  particulate  matter  of  2.5  micron 
size  and  smaller  and  based  on  modeling  results,  for  a  professional  engineer  to  sign  off  on  proposed  enhanced 
ventilation  that  would  reduce  such  particulate  exposure  by  80  per  cent; 

Whereas  the  Board  of  Supervisors  in  considering  an  ordinance  which  amends  Health  Code  Article  38  to  allow 
the  Department  of  Public  Health  to  redefine  its  air  pollutant  modeling  criteria,  to  use  these  criteria  to  provide 
updates  to  a  designated  Air  Pollutant  Exposure  Zone  at  least  every  five  years,  to  clarify  the  required 
performance  standards  for  Enhanced  Ventilation  proposals  for  the  development  of  any  infill  housing  or 
sensitive  use  developments  located  within  the  Air  Pollutant  Exposure  Zone,  regardless  of  the  number  of  units. 
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and  to  provide  oversight  and  enforcement  to  ensure  the  public  health  protections  required  by  Article  38;  now, 
therefore,  be  it 

Resolved,  that  the  Health  Commission  endorses  the  Ordinance  amending  Article  38  of  the  Health  Code  and  its 
accompanying  Director's  Rules  and  Regulations;  and 

Further  Resolved,  that  the  Health  Commission  forwards  this  resolution  to  the  San  Francisco  Board  of 
Supervisors. 

I  hereby  certify  that  the  San  Francisco  Health  Commission  at  its  meeting  of  December  17,  2013,  adopted  the 
foregoing  resolution. 


Mark  Morewitz 

Executive  Secretary  to  the  Health  Commission 
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Attachment  B 

HEALTH  COMMISSION 
RESOLUTION  13-15 

RECOMMENDING  THAT  THE  BOARD  OF  SUPERVISORS  APPROVES  SAN  FRANCISCO'S  SELECTION  OF  THE 
SAVINGS  FORMULA  OPTION  FOR  DETERMINING  PAYMENTS  FROM  THE  HEALTH  SUBACCOUNT  TO  THE 

FAMILY  SUPPORTS  SUBACCOUNT 

WHEREAS,  California  Welfare  and  Institutions  Code  Section  §17000  requires  counties  to  provide  access  to  basic 
emergent  health  care  for  those  who  are  medically  indigent  and  ineligible  for  care  through  existing  programs 
(e.g.,  Medi-Cal);  and 

WHEREAS,  Since  1991/92,  the  San  Francisco  Department  of  Public  Health  (SFDPH)  has  received  Health 
Realignment  revenues  from  the  State  to  provide  indigent  health  and  public  health  services;  and 

WHEREAS,  The  State  anticipates  that  counties'  indigent  health  care  expenditures  will  decrease  due  to 
California's  response  to  federal  Health  Reform  (i.e.,  Medi-Cal  expansion  and  the  establishment  of  the  state's 
Health  Benefits  Exchange,  Covered  California),  thereby  reducing  counties'  need  for  Health  Realignment  dollars; 
and 

WHEREAS,  In  response  to  increased  access  to  health  care  under  Health  Reform,  the  State  plans  to  redirect  a 
portion  of  counties'  Health  Realignment  dollars  from  the  Realignment  Health  Subaccount  to  the  Family 
Supports  Subaccount ;  and 

WHEREAS,  In  Fiscal  Year  13/14,  the  State  will  redirect  a  total  of  $300  million  statewide,  which  includes  an 
estimated  $16.9  million  from  San  Francisco  beginning  in  January  2014;  and 

WHEREAS,  San  Francisco  may  select  one  of  two  options  by  which  the  State  will  redirect  a  portion  of  San 
Francisco's  Health  Realignment  dollars  beginning  in  Fiscal  Year  14/15  and  going  forward;  and 

WHEREAS,  The  two  options  are:  the  60/40  with  Maintenance  of  Effort  Split  Option,  which  would  automatically 
redirect  60  percent  of  Health  Realignment  funds  to  the  State;  or  the  Savings  Formula  Option,  which  would 
redirect  a  portion  of  the  county's  calculated  savings  resulting  from  Health  Reform;  and 

WHEREAS,  SFDPH  analysis  indicates  that  the  county  and  its  residents  would  be  best  served  by  adopting  the 
Savings  Formula  Option,  an  option  that  would  protect  San  Francisco's  historical  Health  Realignment  allocation 
for  public  health  services  and  place  a  cap  on  the  amount  of  indigent  health  care  funds  that  can  be  redirected 
to  the  State;  and 

WHEREAS,  The  California  Department  of  Health  Care  Services  (CDHCS)  requires  counties  to  pass  a  resolution  in 
support  of  their  favored  redirection  option  no  later  than  January  22,  2014;  now,  therefore,  be  it 

RESOLVED,  That  pursuant  to  CDHCS  requirements,  the  Health  Commission  recommends  that  the  Board  of 
Supervisors  approve  San  Francisco's  selection  of  the  Savings  Formula  Option  to  determine  the  amount  of 
redirected  payments  from  the  Health  Subaccount  to  the  Family  Support  Subaccount  beginning  in  Fiscal  Year 
14/15  and  going  forward;  and  be  it 

FURTHER  RESOLVED,  That,  pending  Board  of  Supervisors  approval,  SFDPH  will  inform  CDHCS  of  San  Francisco's 
selection;  and  be  it 

FURTHER  RESOLVED,  that  the  Health  Commission  and  SFDPH  will  continue  to  serve  those  who  remain 
medically  indigent  after  Health  Reform  implementation  in  January  2014;  and  be  it 
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FURTHER  RESOLVED,  that  the  Health  Commission  will  continue  to  support  SFDPH's  broader  mission  to  protect 
and  promote  the  health  of  all  San  Francisco  residents. 

I  hereby  certify  that  at  the  San  Francisco  Health  Commission  at  its  meeting  of  December  17,  2013  adopted  the 
foregoing  resolution. 


Mark  Morewitz 
Health  Commission  Executive  Secretary 


( 
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